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from ALARSIN researchers since 1947 f 
e G32 © R. Compound e Leptaden è Aloes Compound... 


in ® Genito Urinary Tract Infections 
Burning Micturition e Bladder Disturbances.. 


ìà BANGSHIL | 


Alarsin 


Tried at Departments of 
* e Urology * Surgery * Orthopaedics 
e STD (VD) è Medicine 
e Symptomatic relief within 2 days € Bacteriological clearance in 2-3 weeks 
Raises general body Resistance & Fortifies 
Inherent antibacterial mechanism of Kidneys & Bladder 
e Burning micturition (Specific, non-specific) 
e G.U.T. Infections : Urethritis, Prostatitis, Cystitis, Pyelitis, Pyelonephritis, 
e Crystalluria, Phosphaturia 
e Bladder disturbances (neuro-muscular): to relieve Urinary Frequency, 
Incontinency, Urgency, Hesitancy. ENURESIS. 
DOSE: 2 tabs. 3-4 times a day for 2-3 weeks. Then in reduced dose as necessary. 
Children : 1⁄ to 1 tab 2-3 times a day for 2-3 weeks. 


FORTEGE for ‘Fatigue 


(nervous, muscular, sexual) 


Makes and keeps one fresh and alert 
Both in Males and Females. Young and Old. 
FORTEGE tones up Neuro-Glandular, Neuro-Muscular, Genito-Urinary 


& Gastro-Intestinal systems. Activates and resets metabolic pattern in 
old and debilitated persons to keep them fresh and active. 
indications and Dosage : 

FATIGUE syndrome : to over-come stress & strain of day to day: 2 tabs 2-3 times a day, 
taper off to 2 tabs at Bed time. 
SEXUAL Debility : Functional Impotence, low sex performance, premature ejaculations, 
night emissions. Oligospermia, poor Motility : 2 tabs 3 times & day for 3-6 months. 
in FEMALES : Menopause Syndrome, Frigidity, housewife Fatigue. 2 tabs twice a day 
for 1-6 months. Re FORTEGE as Geriatric Tonic: 2 tabs once or twice a day 


Tà Enlarged Prostate ? 


Prostatitis, Prostatism, Post Prostatectomy Syndrome, 


BANGSHIL + FORTEGE 


LZ Onset of relief within 7 days 
Jin hesitancy, frequency, urgency, precipitancy, strangury, burning micturition. j 



























Dose : 2 tabs bd of each for 6 months or more. 












Have you received? if not, please write for: ý 








e Prescribing Index with latest Dosage Scheme. : 
e Doctor's Price-list with Special Offer on orders for 1000 tablet Bulk Packs. 
e Latest Research Data on particular products. e Art works of "Dhanvantari" and/or mE 


Availability: For prescription at Chemists all over India in PACKS of 50 & 100 tablets 


ALARSIN Marketing (P) Ltd. A/32, Rd. No. 3, M.I.D.C., Andheri (E), Bombay 400 093 
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WE NEITHER BELIEVE IN IMITATIONS NOR IN 
BASELESS CLIAMS; BUT WE MAINTAIN THE QUALITY. 


ATTENTION : DOCTORS & DEALERS 

We come to know that some parties have kept similar name of our company and similar 
name of our products and doing propaganda that it is our sister concern; we have no con- 
nection with them. So, please do not be misguided with their representatives - Our goods 
are freely available. 
Following are the Ointments required for Daily Dispensing: 
BENEM “O” - 3 gms. 

Each gm. Conts:Betamethasone Sodium Phosphate B.P. 1 mg. Neomycin Sulphate I.P. 5 mg. Soft 
Paraffin Base q.s. 
CLOTRINE CREAM 20 gm. 
|. Each gm. Conts: Clotrimazole U.S.P. 1%; Cream Base: q.s 
BETAMETHASONE CREAM 5 G & 15 G. 
NECILLIN SKIN OINTMENT 

Neomycin Sulphate Super White Cream 10 gm. 
NITROZONE OINTMENT 

10 gm. tubes & 400 gm. Aluminium container. Nitrofurazone Ointment N.F. 0.2% 
NYFLUCIN CREAM 15 gm 

Fluocinolone Acetonide B.P. 0.09595; Cream base q.s. 
NYFLUCIN C CREAM 15 qm. 

Each gm. Conts: Fluocinolone Acetonide B.P. 0.025% + Quiniodochlor 3% Cream base q.s. 
CLOTRINE TABLETS 
Conts: Clotrimazole U.S.P.: 100 mg. 
NYSPASMIN TABLETS (MILD) (ANTI SPASMODIC) 

Each Tab. contains: Atropine Methonitrat B.P.C. 0.12 mg. Ext. Belladonna Siccum I.P. 8 mg. porerne 
Hcl 5 mg. Phenabarbitone 20 mg. 
IODO-FUR TABLETS (Anti-Diarrhoea) 

Conts: lodochlorhydroxyquinoline I.P. 0.9 mg. Furozolidone B.P.C. 0.1 g. 
NYCIN TABLETS (Analgesic-Antipyretic) 

Conts: Analgin I.P. 0.95 g. Paracetamol I.P. 0.95 g. 


/ 


NYFORTE TABLETS (Vitamin B-Complex Forte-S/c.) 


Conts: Vitamin B1 I.P. (Mono): 1 mg. Riboflavine I.P. 1 mg. Pyridoxine Hcl. I.P. 0.5 mg. 
Niacinamide I.P. 15 mg. Calcium Pentothenate U.S.P. 9 mg. 
NYMPHAPLEX TABLETS (Multivitamin Tablets) 
Conts: Vitamin B1: 1 mg. Vitamin B2: 1 mg. Niacinamide 15 mg. Vitemin C: 95 mg. 
NYMPHAVITE TABLETS (Multivitamin Tablets) 
Conts: Vitamin A: 1950 I.U. Vit. B1: 0.5 mg. Vit C: 19.5 mg. Vit. D2: 100 LU. 
NYPAMOLE TABLETS 
Conts: Paracetamol I.P.: 500 mg. Chloropheniramine I.P. 9 mg. 
SPORTKRIM 
Conts: Adrenaline Bitartate IP:0.3%; Mephensin IP:9.596, Methyl Salicylate IP: 9.0%; C.P. Maleate |P:0.2%; 
Menthol |P:2.0%; Methyl Nicotinate BP:1.5% 


- NOXYCHLOR EYE OINTMENT 


Conts: Oxytetracycline Hydrochloride Opthalmic Oint.1% 


COMMON TABLETS 

BETAMETHASONE SODIUM PHOSPHATE TABLETS I.P. 0.5 mg. CODEINE PHOSPHATE TABLETS 
N.F.I. 10 mg. DIGOXIN TABLETS I.P. (Gardiotonic) FRUSEMIDE TABLETS I.P. 40 mg. (Diuretic). FURA- 
ZOUDONE TABLETS I.P. 100 mg. (Antimicrobia). PHENERAMINE TABLETS I.P. 22.5 mg. RESERPINE TABLETS 
I.P. 0.95 mg. TRIFLUPROMAZINE TABLETS N.F. 10 mg. 


DOCTORS MAY CONTACT FOR THEIR REQUIREMENTS — 
WE WILL GIVE AT SPECIAL RATE. 


Also manufacturing many other tablets and ointments 
| Contact 
NYMPH LABORATORIES 


164, S.B. Marg, Lower Parel, Bombay - 400 013. 
| Phones: Office: 4937501, Factory: 4941769, Grams: NYMPHLABS 
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BETASPAN 
Propranolol 80 mg 


in sustained-release capsules 
Offers a unique drug delivery 






Each of these hundreds of 
tiny pellets are so designed 
as to provide smooth and 
sustained action for 


e Convenience 


e 24-hour control of 
blood pressure 






Rx ^ 
BETASPAN 


The drug you know best 
è Hypertension 
e Angina 





SUMMARY OF PRESCRIBING INFORMATION: 


in blood pressure can be obtained if a diuretic or other antihypert 

Angina, anxiety, essential tremor, thyrotoxicosis and the prophylax 

capsule taken daily either in the morning or evening. If necessary. the dose may be increased to three capsules per day 
SIDE EFFECTS: Minor side effects such as nausea, lassitude. diarrhoea. insomnia and cold extremities are usually transient 
The drug should be withdrawn gradually CONTRAINDICATIONS, WARNING, ETC: 'Betaspan' should not be used in the 
presence of Il or Ii degree heart block, history of bronchospasm, after prolonged fasting and in metabolic acidosis Special 
care should be taken in patients whose cardiac reserve is poor 1t modifies tachycardia of hypoglycaemia. In patients 
suffering trom ischaemic heart disease. the treatment should not be stopped suddenly. if given along with clonidine 
clonidine should not be discontinued until several days after withdrawal of beta blocking drug Care should be taken in 
prescribing a beta-blocking drug with Class | antidysrhythmic agents like disopyramide and verapamil "Betaspan should nol 
be used in pregnancy and in children. PRESENTATION: Stnp of 10's 


Further information is available on request: P.B, No. 2. Bangalore 560 049 


EskayPharma 
A Division of Eskaye! Limited 
OEskaye! Limited * Trade Mark SBT:/ 


A3 THEANTISEPTIC NOVEMBER 


\ 


Monthly Journal of Medicine 


& Surgery 
Founded by the late Dr. U. Rama Rao 





Publisher HON. EDITOR 
R. LAKSHMIPATHY 


DR. 'U. VASUDEVA RAO 
EDITORIAL ADVISORY BOARD 

Dr. K.V. Thiruvengadam (General Medicine) 
Dr. V. Balasubramanian -do- 
Dr. S. Vembar (Basic Medical Science) 
Dr. N.Hartharasubramanian do 
Dr. N. Rangabashyam (Surgical Gastroenterology) 

S Dr. Jayakar Thomas (Dermatology) 
Dr. B. Ramamurthi (Neuro Surgery) 
Dr. M. Natarajan de 
Dr. C. Kalidas (Surgery) 
Dr. P. Sivalingam -do- 
Dr. N. Kasirajan (Cardiology) 
Dr. M.V. Korath -do 
Dr. P. Andappan (Thoracic Surgery) 
Dr. S. Revathi (Obseteries & Gynaecology) 
Dr. Mrs. Jayam Kannan -do- 
Dr. A. Deva Doss (Orthopaedics) 
Dr. P. Krishna Menon -do- 

|. Dr. A. Subramanian 4o- 

IA. Dr. P. Sundarapandian (Nephrology) 

Pr Dr, Kannan (Endocrinology) 

— —Ur. T.K. Subramaniam (Paediatric Surgery) 

G Dr. K.A. Krishnamurthy (Paediatrics) 

Ey Sam C. Bose (Plastic Surgery) 
Scler, EAS EDITORS 
treatr 
K. Ramasubbu 


A StUjsCRIPTION RATES 
usinfow subscription Rs 72.00 
d Rs. 4 50 for Outstation Cheques, Chequss.to be drawn in favour of 
Ris ROFESSIONAL PUBLICATIONS (P) LTD., 
MADURAI. 


Rates ncude bosíage 


— 





— 


^7 dan LAKSHMIPATHY on behalf of PROFESSIONAL PUBLICATIONS (P! LTD . 


at Satyasayes Nagar, Madua-625 003 and 


Oc Primed by K S.A. Knshnamoorth, st SANKAR PRINTING PRESS 
771. Goods Shec Street, Madura: - 825 00! 

Br Photocormposed st 

G MODERN TYPE SETTERS. Uram Medu. Swakas 626 123 


C 


PUBLISHER’S NOTE 
NOVEMBER ’88 


Dear Doctor, 


Our season's Greetings and best 
wishes for a happy "DIWALI 


'With your good, wishes, "The 
Antiseptic” has been growing from 
strength to strength, amidst many 
natural hurdles. 


For the convenience of our readers, 


| the Author and the Subject Index for 


the year 1988 will be attached to the 
December 88 issue, which may 
please be noted. 


Yours Carcially 


waa eulos f 


R. Lakshmipathy. 
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ADI ui Tableti Sip 


(Azatadine Maleate | mg/tab & 0.5'mg/5 ml syrup) 
for firm control of allergies 


* unique dual-action 
— inhibits mediator release from mast cells 





— protects target organs 
* faster acting 
terat ity 
— no teratogenic * 
— no cardiotoxicity . JADINE 
* convenient b.i.d. dosage 
* original research product of the dual-action, faster-acting, 
Schering Corp USA safer antiallergic | 
For further information contact m. 


FULFORD (INDIA) LTD an affiliate of Schering Corp USA. Oxford House, Apollo Bondar Bombay 400 039. 
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Ideal first choice for obese type Il 
diabetics and adjuvant to 
Sulphonylureas when the latter 
alone are not effective. 


e Ideal Hepatobiliary and 


e The drug of choice for Alcoho! 
induced liver diseases. 


Fills the gap between Calcium 
requirement and Calcium provided 
by the diet. 

Vitamins A and D3 in therapeutic 
dosages. | 


e Bronchodilator 
(Salbutamol 2mg.) 

e Mucolytic (Bromhexine 

Hydrochloride 8mg.) . 


The only specific combination for 
specific indications in correct 
therapeutic dosages. 































Triple action cream 
e Anti-inflammatory 
e Antibacterial | 
e Antifungal 
Provides rapid relief from symptoms. 


FORMULA: 
Each tablet contains: 

Clotrimazole U.S.P. 100 mg. 

A six day course of 1 tablet to be 
inserted in the vagina at bedtime  ' 
for six consecutive days. 


PRESENTATION: 


A strip of ó tablets in a carton. 















Particulars from: 
FRANCO-IND!AN 
® PHARMACEUTICALS PVT. LTD. 


20, Dr. E. Moses Road, Bombay 400 011. 
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COLIZOLE 


TABLETS, D.S. TABLETS, 
, PAEDIATRIC SUSPENSIÓN 

















AA combination of Trimethoprim 
TMP] Sulphamethoxazole (SMX)— 
à effective in the treatment of u.t.i., 
chronic bronchitis, pneumonia, 
gonorrhoea, enteric fever and other 

p X Infections. 


i. COMPOSITION 

33 TABLETS : Each tablet contains : Trimethoprim I.P. 80 mg 
JW Sulphamethoxazole I.P. 400 mg 

frag D.S. TABLETS : Each tablet contains : Trimethoprim i.P. 

M 160 mg Sulphamethoxazole I.P. 800 mg 


SUSPENSION : Each 5 ml contains : Trimethoprim B.P. 40 mg 
. Sulphamethoxazole B.P. 200 mg 


USUAL DOSAGE 


TABLETS : 2 tablets every 12 hours 
; DS. TABLETS: 1 tablet every 12 hours 

. SUSPENSION : 5-12 years — 2 t.s.f. every 12 hours 
+ 5months — 5 years — % to 1 t.s.f. every 12 hours 
or as directed by the physician. 


| PACKING d 
M Tablets, D.S. Tablets—Strips of 10 Tablets 
4 —Suspension—Phials 50 ml 


Detailed prescribing information available on request. 


EAST INDIA 
n PHARMACEUTICAL WORKS LIMITED 
6, Little Russell Street, Calcutta 700 071 
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Pituitary tumours 


Natarajan M. 


They form 10% of all intracranial tumours. 
The incidence has increased to 15% due to 
improved endocrine and neurodiagnostic 
evaluation. These tumours arise from adeno- 
hypophysis. They are benign lesions. Rarely 
carcinoma arising in the pituitary gives rise 
to distant metastasis. 


Pituitary Adenoma: 


‘They are epithileal neoplasms arising 
from adenohypophyseal cells. In the majority 
of cases, they are slow growing, some are 
fast growing causing pressure symptoms. 


Pathology: 


These tumours are well demarcated from 
the surrounding gland by a pseudocapsule. 
Previously, on the basis of staining properties 
with haematoxylin and eosin, they were 
classified into chromophobe, acidophil and 
basophil adenomas. Chromophobe adenomas 
were considered to be non-secreting tumours. 
Acidophil adenomas were considered to 
secrete growth hormone causing acromegaly 
or gigantism. Basophil adenomas secrete 
ACTH causing Cushing’s disease. With 
immunocytology and electron microscopy, 
it was found that chromophobe adenomas 
also secrete hormones. So it is now classified 
on the basis of hormone content, cellular 
composition and cytogenesis. They are now 
classified into secretory (Functional) adenoma 
and Non-secretory (Non-Functional) pituitary 
adenomas. Secretory adenoma may be of the 


following types. 
1. Growth hormone (GH) producing adenoma. 
2. Prolactin (PRL) producing adenoma. 





Dr. Natarajan M. , MS. (Gen.) MS. (Neuro) FICS., FACS.. FAMS., 
Retired Professor of Neurosurgery, 

Madurai Medical College, 

Madurai. 





Specially contributed to “The Antiseptic” 


3. Adrenocorticotropin (ACTH) producing 
adenoma. 


4. Thyrotropic hormone (TSH) producing 
adenoma. 
5. Gonadotropin (a) LH-Luteinizing 
hormone adenoma. 
(b) FSH-Follicular stimulat- 
ing hormone adenoma. 


GH producing adenoma: 


It may be of the densely populated growth 
hormone cell adenoma which is slow growing 
and well differentiated and which is removed 
surgically with high cure rate. The other is 
sparsely populated growth cell adenoma with 
faster growth, with poorly differentiated cell, 
with aggressive behaviour and with less 
favourable surgical cure rate. These were 
diagnosed previously as chromophobe ade- 
noma by light microscopy. 


PRL cell adenoma: 


These consist of prolactin cells associated 
with amenorrhoea, galactorrhoea and in- 
fertility in women, loss of libido and impotence 
in males. There are two types of PRL cell 
adenoma. One is densely granulated cell 
resembling acidophil cell of pituitary, the 
other sparsely granulated prolactin cell 
resembling chromophobe adenoma in light 
microscopy. Some PRL cell adenoma have 
slow growth rate and never turn into a micro- 
adenoma, the other is of faster growth rate 
eroding the sella and invading the surrounding 
structures. 


ACTH producing adenoma: 


These consist of corticotrophic cell produc- 
ing ACTH and endorphin producing Cush- 
ing’s disease and Nelson’s syndrome. The 
majority are microadenoma of basophilic 
cells by light microscopy, a few are of chromo- 
phobe type. 
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TSH producing adenoma: 


These consist of thyrotrophic cell, showing 
varying cellular differentiation. They are 
seen in long standing hypothyroidism. Rarely 
they are associated with hyperthyroidism. 


FSH and LH secreting adenoma: 


These consist of gonadotrophin cell with 
varying differentiation. Blood FSH and LH 
levels are raised. They are chromophobe 
adenoma by light microscopy. 


Pleuri hormone adenoma: 


These produce 2 or more adenohypophyseal 
hormones, common association being GH 
and PRL. 


Null Cell adenoma: 


These are seen in old people over 45 years 
without hormone excess. They are large 
tumours with differentiated cell. 


Oncocytoma: 
Is very rare. 
Pathological Anatomy: 


When the adenoma is confined to sella, 
without eroding the sella floor, it is called 
enclosed adenoma. Invasive adenoma erode 
the floor and may have suprasellar and para- 
sellar extension. 


Microadenoma: . 


Here the tumour is less than 10 mm in 
diameter, some are encapsulated, others are 
focal hyperplasia. The microadenomas are 
situated in the gland as given below. 


1. GH cell adenoma is usually lateral and 
superficial. 
2. PRL cell adenoma is lateral but deep. 


3. ACTH adenoma is deep and centrally 
placed. 


4. TSH cell adenoma is deeply placed. 
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Macroadenoma: 


When the tumour grows it compresses 
adjacent functioning parenchyma of pituitary. 
then enlarges the sella turcica. If the aperture 
of diaphragm sella is large it grows through 
it, filling the suprasellar cistern and then 
pressing the recesses of the third ventricle. 
Rarely the tumours expand into the cavernous 
sinous producing 3rd, 4th, Sth and 6th nerve 
palsy. It may grow into temporal fossa, or 
under the frontal lobe or into interpeduncular 
cistern. They may erode the sella turcica 
protruding into the sphenoid sinus. 


Classification: 


They may be classified according to the 
1. Size:- Macro or microadenoma. 


2. Radiographic appearance: 


(a) intrapituitary adenoma less than 10 mm 
in diameter. 

(b) within the sella without enlarging sella 
floor. 

(c) Diffuse adenoma with enlargement 
of sella floor. 

(d) invasive adenoma. 


3. Endocrinological: Secreting or non- 


secreting. 


4. Pathologically: GH cell adenoma. 
PRL cell adenoma. 
ACTH cortitrophic 

adenoma 
Thyrotrophic Adenoma. 
Gonadotrophic cell 

adenoma. 
Pleuri hormone cell 

adenoma. 
Null cell adenoma. 
Oncocytoma. 


Clinical features: 


It is now known, that the majority of 
pituitary tumours produce secretion of one 
or more adenohypophysea! hormones. PRL 
is elevated in 75% of cases. GH over produ- 
ction is seen in 15% of cases. ACTH producing 
Cushing disease are less common. TSH and 
gonadotropin excess are rare. 
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Clinical features can be classified into: 


I Symptoms and signs due to local expansion. 
I] Symptoms and signs due to endocrine 
dysfunction. 


I Symptoms and signs due to local expansion: 


Frontal headache is seen due to pressure 
on diaphragm sellae. Dimness of vision is 
seen with suprasellar extension due to 
pressure on the optic chiasma causing bitem- 
poral hemianopia with field defect being 
first seen in the upper temporal field and then 
nasal field. When the macular fibers in the 
posterior part of chiasma is involved, it 
gives rise to scotoma with central field defect. 
Eccentric growth may cause loss of vision 
in one eye with temporal hemianopia on the 
other eye. Rarely homonymous hemianopia 
due to pressure on the optic tract can be seen. 
Fundus shows pallor of optic disc or optic 
atrophy. Lateral extension causes 3, 4, 5 and 
6th nerve palsy. Large suprasellar extension 
may cause hypothalamic dysfunction, diabetes 
insipidus and  hvdrocephalus. . Extension 
into frontal lobe can cause personality changes 
and dementia. Extension into temporal lobe 
may cause seizures. Extension into sphenoid 
sinus may cause CSF rhinorrhoea. Pituitary 
tumours in children and adolescents are rare. 
They show faster growth with suprasellar 
extension. During pregnancy the tumour 
gets enlarged. Pituitary apoplexy occurs in 
5% of pituitary tumours by sudden onset of 
headache, nausea, vomiting, alteration of 
consciousness, diplopia and visual loss. 


II Endocrine Dysfunction: 


Hyperpituitarism of varying degree is 
present in microadenoma. Pituitary function 
is preserved. In large tumours gonadotrophic 
hormone is affected first, causing irregular 
menses leading on to amenorrhoea and in 
men, loss of libido, impotence, oligospermia, 
azoospermia and testicular atrophy. Skin 
is thin, smooth with peculiar pallor with 
decrease in axillary and pubic hair with in- 
frequent shaving. Decrease of ACTH and 
TSH cause lethargy, weakness and fatigua- 
bility intolerance of cold and constipation. 


Adrenal crisis with nausea, vomiting hypo- 
tension and circulatory collapse may occur. 
Endocrine evaluation of pituitary function 
is done to find out the pituitary reserve. - 
Evaluation is done by assessing the function 
of target organs and then direct evaluation 
of anterior pituitary hormones. Thyroid, 
T3 and T4, PRL estimation, 24 hour urine 
for adrenal steroids, can be done. In men 
sperm count and testosterone estimation 
and in females, LH and FSH estimation are 
done. Dynamic testing of pituitary reserve 
function is done by insulin hypoglycaemia 
test to stimulate the GH and 1. V. ACTH for 
cortisol in the blood. Diabetes insipidus 
occurs due to impaired production of anti- 
diuretic hormone by posterior pituitary due 
to pressure on the supra-optic and paraventri- 
cular nuclei or median eminence. In diabetes 
insipidus specific gravity of urine is 1001 to 
1005 with increased osmolarity of serum. 
Large quantity of urine is passed with in- 
satiable thirst. 


Hyperfunction of pituitary adenoma: 


Endocrinopathy is due to excessive 
hormone secretion by pituitary adenoma. 
In the majority of cases it is very small, less 
than 10 mm and it is called microadenoma. 
The three common syndromes due to endo- 
crinopathy are 


1. Amenorrhoea-galactorrhoea 
due to hyperproloctinemia. 


syndrome 


2. Acromegaly or gigantism due to excess 
growth hormone secretion. 


3. Cushing’s disease due to excess ACTH 
secretion causing hypercortisolism. 


Excess thyrotropic, and gonadotrophic 
secretion are rare. Nelson’s syndrome 
develops in a patient who has undergone 
bilateral adrenalectomy for Cushing’s disease. 


Prolactinoma: 


It is a pituitary tumour that secretes 
prolactin autonomously. Prolactin secretion 
is inhibited by a hypothalamic factor called 
Prolactin Inhibiting Factor (PIF). This is 
mediated by dopamine and is blocked by 
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dopamine blocking agents, like phenothiazines. 
Prolactin is essential for stimulation of breast 
tissue growth and ror imitation ana Maät- 
tenance of lactation. It is necessary for normal 
sperm production in man. 


Clinical features: 


It is the most common hyperfunctioning 
adenoma accounting for 2595 of all pituitary 
tumours. They may cause endocrinopathy 
or mass effects. In females galactorrhoea and 
amenorrhoea syndrome is: due to micro- 
adenoma. In men the tumour is large, the 
features are dominated by hypopituitarism 
and symptoms of mass effects like headache, 
decreasing visual acuity and field defect and 
rarely 3rd, 4th, 5th and 6th nerve palsy, 
hypothalamic dysfunction and hydrocephalus. 
Elevation of serum prolactin, more than 25 
nanogram is due to autonomous secretion 
of prolactin due to pressure on the hypo- 


thalamo-pituitary axis. Fasting level of pro- 


lactin above 150ng/cc is indicative of pro- 
lactinoma. 


Growth cell adenoma: 


Acromegaly and gigantism occur due to 
somatic manifestaion of pathological excess 
of growth hormone secretion. When the 
excess growth hormone secretion occurs in 
childhood, before the closure of epiphysis of 
long bones it causes gigantism. Most cases of 
acromegaly are produced by neoplasms of 
growth hormone cells of the anterior pituitary. 
Some 20 to 30% of tumours cause excess secre- 
tion of growth hormone and prolactin. Occa- 
sionally hyperplasia of growth hormone cell 
can occur due to excess amount of growth 
hormone releasing factor due to hypothalamic 
hamartoma, pancreatic adenoma and media- 
stinal carcinoid tumour. Spontaneous re- 
mission of acromegaly may occur due to 
infarction or haemorrhage in the tumour. 
Persistent. active acromegaly, shortens the 
life due to cardiovascular complications like 
hvpertension and atherosclerosis. Diabetes 
mellitus with its complication may occur. Soft 
tissue enlargment may cause severe osteo - 
arthritis. 
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In gigantism patient may grow as tall as 
7 feet 6 inches. In acromegaly soft tissue 
growth and focal enlargement of bones occurs. 
There is thickening of the heel and valm pads 
and soft tissue of fingers and toes. The nose 
and lip enlarges and prognathism occurs with 
teeth maloccluded. The tongue and heart 
enlarge. The scalp enlarges with corrugations. 
The sinuses enlarge. The ligaments thicken 
leading to spinal stenosis and carpel tunnel 
syndrome. Diabetes mellitus and hypo- 
thyroidism may occur. In a small number of 
cases multiple endocrine adenoma involving 
parathyroid and pancreas occurs. Since 20% 
of the acromegaly patients have hyperpro- 
lactinemia, women may develop amenorrhoea 
and galactorrhoea and men loss of libido and 
impotence. Mass effects may cause progressive 
visual loss, bitemporal hemianopia and optic 
atrophy. Lateral extension may cause 3, 4, 5, 
6th nerve palsy. Acromegaly patients may 
have neuropathy, myopathy, epilepsy, demen- 
tia and psychopathy. 


Cushing disease and Nelson's Syndrome: 


It is due to hypersecretion of ACTH by 
pituitary adenoma which causes bilateral 
adrenal cortical hyperplasia with resulting 
hypercortisolism. Nelson's syndrome occurs 
in patients who have undergone bilateral 
adrenalectomy for Cushing disease and is 
due to hypersecretion of ACTH by pituitary 
adenoma resulting in cutaneous hyperpig- 
mentation. Cushing's syndrome is due to 
hypersecretion of cortisone -which is either 
due to 


1. Pituitary adenoma (cushing's disease) or 


2. Due to primary hypercortisolism (Adrenal 
Cushing's syndrome) or 


3. ACTH secretion by non-pituitary neoplasm 
' (Ectopic Cushing's syndrome). 


Cushing's disease in due to continuous 
oversecretion of ACTH due to pituitary source 
usually a basophilic adenoma. This causes 
adrenal hyperplasia with secondary hyper- 
cortisolism. Nelson's syndrome is due to loss 
of cortisol inhibition due to -adrenalectomy 
and is to overproduction of ACTH with result- 
ing adenoma. This stimulates the cutaneous 
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melanocytes producing hyperpigmentation 
of skin. 80% of Cushing’s disease is due to 
pituitary adenoma. Most of them are micro- 
adenoma. 


Clinical features: 


In untreated disease 5 years survival is 
50%. Death is due to cardiovascular and in- 
fectious complications. Clinical features are 
Moon facies, centripetal obesity, buffalo 
hump, hypertension, thin skin, purple abdo- 
minal stria and ecchymoses. 


Diagnosis of pituitary tumours: 


In hyperfunctioning tumours like acro- 
megaly, gigantism and Cushing’s disease 
the clinical features are very diagnostic except 
galactorrhoea amenorrhoea due to micro- 
adenoma occuring in 20% of cases. Other 
cases of prolactinoma usually present with 
amenorrhoea in women, loss of libido and 
impotence in men. Usually patient presents 
with compressive symptoms, the earliest being 
bitemporal hemianopia due to pressure on 
the optic chiasma. In non-functioning tumours 
diagnosis is suggested by signs of hypopitui- 
tarism, gonadal dysfunction being the 
commonest, manifestation as amenorrhoea, 
loss of libido and impotence and compressive 
symptoms on the optic chiasma and on the 
third ventricle. 


Differential Diagnosis: 


Sellar and Parasellar lesions can produce 
clinical and radiological features of a pituitary 
adenoma.  Craniopharyngioma is usually 
common in children and they are frequently 
calcified and is usually in suprasellar location. 
Meningiomas of the tuberculym sellae and 
diaphragm  sellae produce asymmetrical 
bitemporal hemianopia and may show sclerosis 
of jugum sphenoidale. They are common 
in women of middle age. Optic gliomas are 
common in children and it causes hydroce- 
phalus. Chordoma causes destruction of sellar 
floor with multiple cranial nerve palsies. 
Dermoid tumours are rare, and usually 
spherical. Nasopharyngeal carcinoma can be 
diangosed by nasopharyngeal examination. 


Aneurysms can be diagnosed by angiography. 
Mucocele of the sphenoid sinus may be diffi- 
cult to differentiate from invasive adenoma. 
Increased intracranial tension can cause 
enlargement of sella turcica. Radiologi- 
cally enlargement of the sella can be seen 
in empty sella syndrome where the sella is 
enlarged due to protrusion of the subara- 
chnoid space, into the sella due to a enlarged 
opening in the diaphragm sellae. 


X-ray Diagnosis: 


In microadenoma subtle changes in sella 
turcica as asymmetry of the floor, focal erosion 
or focal bulge of the sella floor can be demon- 
strated by polytomography. In  macro- 


adenomas ballooning of the sella with increase 
in the AP diameter and depth of the sella, 
erosion of the anterior clinoid process with 
tilting of the dorsum sellae backward are seen. 





Fig. I 
Shows balloning of the sella with thining and 
tilting of the dorsum sellae backward. 


For evidence of suprasellar extension before 
the advent of CT scan, pneumoencephalo- 
gram to show the filling defect in chiasmatic 
cisterns, deformity and elevation of the recess 
of third ventricle was done. (Fig. II). Cartoid 
angiogram will show the lateral extension 
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of the tumour by the displacement of the 
carotid artery laterally and elevation and 
displacement of the proximal anterior 
cerebral, in a flower vase appearance may 
be seen due to suprasellar extension. Angio- 
gram will also show subfrontal and sub- 
temporal extension. It may show vascular 
blush. It will exclude aneurysm as a cause 
of sellar lesion. Now CT scan has replaced 
all the above investigations in diagnosing, 
pituitary tumour with its extension. 





Fig. If 
Shows suprasellar extension of the 


pituitary tumour. 


Endocrine Diagnosis: 


It involves diagnosis of hypopituitarism, 
diagnosis of hypersecretion of pituitary 
hormones, in hyperfunctioning adenomas. In 
hypopituitarism the level of pituitary 
hormones may be normal and may require 
dynamic testing to know the pituitary reserve. 
Hypersecretion may be determined by esti- 
mation of pituitary hormones and target 
organ hormones. 
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Treatment 


The aim of treatment for the secreting 
tumours due to microadenoma is different 
from non-secreting tumours usually macro- 
adenoma with visual disturbance. In secreting 
tumours due to microadenoma a biological 
cure is attained by removing the hyper- 
secreting microadenoma and preserving the 
normal functioning gland by trans-sphenoidal 
microsurgical technique. In macroadenoma, 
radical tumour excision, decompression of 
optic pathways, prevention of recurrence 
are the main objectives. 


Radiotherapy: 


It is complimentary to surgery. It is given 
as a primary treatment in poor operative risks 
with minimal or no visual involvement. 
Radiotherapy is also given after subtotal 
removal to reduce the incidence of recurrence. 
Radiotherapy in secreting tumours though 
they may decrease the abnormal hormone 
levels, they may not bring it to normal levels 
and even if it occurs it is after several months. 
Radiotherapy may cause necrosis of brain and 
visual deteriation. New radiation techniques 
like proton beam and heavy particle irradiation 
and implantation of radioactive isotopes like 
yttrium and gold inside the sella are done. 
Though they may reduce the abnormal 
hormone levels they cause high incidence 
of post-treatment hypopituitarism. 


Surgical Treatment: 


With introduction of antibiotics, steroids 
and development of microsurgical technique 
a high cure rate can be obtained in secreting 
microadenomas. In these cases radiotherapy 
is not required. In cases with suprasellar 
extension by transfrontal approach intra- 
capsular removal of tumour, decompression 
of optic pathways followed by radiotherapy 
are done. Mortality in transphenoidal 
approach is 1-2% and in intracranial approach 
is 3-5%. 
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Chromosome pattern in Diabetes Mellitus 


Ramudu K., Arogyadoss S., Ramaswamy N., Panicker T.M.R., 


Jagadeesan K 


Introduction 


Diabetes mellitus is a common endocrine disorder influenced by 
many factors like autoimmunity, viral infection, nutrition and hormonal 
dysfunction. In a majority of the cases it is hereditary. (Soeldner et al 
1970). Clinical studies reveal that, obesity and overweight are regarded 
as the main environmental determinants in the clinical manifestation 
of maturity onset diabetes. (Feling et al 1978). However the genetic 
factors which affect insulin secretion are yet to be proved. (Hante- 
couvert and Huet 1986). Published data with reference to genetic 
factors are scanty, mainly on the experimental animals and human 
subjects. Experimental evidence show that, diabetes develops only 
in animals that, have atleast one chromosome similar to that of the 
biobreeding strain at the class II gene. However, class I gene do not 
influence the diabetogenecity of the chromosomes, (Basu et al 1985). 
This study was undertaken to correlate the chromosome pattern in 
human diabetes mellitus cases. The study of chromosome number and 
its pattern were conducted in all the cases. In a study of cases majority 
of them reveal chromosome number and its pattern which shows nothing 
in particular as expected but, at the same time the banding pattern was 
studied in a large number of cases. The observations are discussed. 
To correlate the findings, three categories are selected 1. those giving 
a family history of diabetes mellitus, 2. those with no family history 
of diabetes mellitus and 3. those whose family hisotry of diabetes mel- 
litus is not known. The main aim of the present study is to find out 


influence of the causable factors on genetics of diabetes mellitus. 


Material and methods: 


Chromosome pattern was studied in 37 
cases of diabetes mellitus admitted in K.J. 
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Hospital, Madras during October 1987 to 
February 1988. To ascertain diabetes mellitus - 
Glucose Tolerance Test was done in all the 
cases. Blood glucose was estimated by Ortho- 
toluidine method (Hyvarimen and Nikkla. 
1962). The cases of diabetes mellitus were 
classified into mild and severe groups based 
on blood sugar values. (Harrison - W.H.O 
1980). In order to further classify these cases 
into insulin dependent diabetes mellitus 
and noninsulin dependent diabetes mellitus, 
clinical data, the C-peptide, insulin assay 
by R.I.A. method and glycosylated Hb and 
protein estimation were carried out. Chromo- 
some analysis were performed with phyto- 
haemagglutinin stimulated blood lympho- 
cytes. (Moorhead et al 1960). Giemsa trypsin 
giemsa (GTG) and Barium hydroxide giemsa 
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Table - I 

















Classification of Diabetes mellitus 
S. No. No. of case observed Control Classification of D. M. 
IDDM NIDDM 
1 37 8 25 
Table - II 
Biochemcial values of Diabetes mellitus. 
CaseNo. Classification Biochemical values 

of D.M. Gly Hb (%) Protein Insulin C-Peptide 
(96) (mMol/1) (U/ml) (mMol/1) 
01-25 NIDDM 8.67 + 0.302 1.61 + 0.90 5.72 + 0.06 1.52 +0.10 
26-33 IDDM 8.98+0.310 1.55+0.48 4.75 + 1.09 1.61 € 1.77 
34-37 Control 7.50+0.000 — 1.42: 0.00 0.00 + 0.00 0.00 + 0.00 





IDDM  P«0.001 in compared to control values. 
NIDDM P«0.002 in compared to control values. 


banding were carried out in 10 selected 
cases. (Seabright (1971, Sumner 1972). The 
propositus had 46 chromosomes in all meta- 
phases studied. Microphotography was done 
under bright field at X1000 magnification. 


Results: 


The total number of cases are 37 out of 
which 4 cases belong to control and 33 cases, 
diabetes mellitus. The age group of all the 
cases fell in the range of 35-80 years of both 
sexes. According to Harrison, the cases were 
classified into mild and severe diabetes 
mellitus. However. the blood glucose range 
around 200 mgs/dl or above were considered 
as severe and 190 mgs/dl or below were 
treated as mild diabetes mellitus. Moreover. 
the two major groups of insulin dependent 
diabetes mellitus (8 Cases) and non insulin 
dependent diabetes mellitus (25 cases) arc 
confirmed on the basis of glycosylated Hb & 
protein, C-peptide and insulip levels (Table 1). 
The data analysed statistically and found 
to be significat at 5 percent level (Table II). 


Chromosome pattern among all the 
selected diabetes cases ranged with the age 
group 35-80 years old showed to be normal 
male and female karyotype i.e. 46 XY or 
46 XX. (Table - III). Hence, the giemsa 
band pattern was measured but, no change 
in the chromosomes compared to control 
groups. In order to achieve the quantitative 
measurements of individual chromosomes 
the P/Q ratio (arm ratio) was noticed. The 
chromosome pattern in all three types of 
family backgrounds proved to be similar. 
Irrespective of the degree of diebetes influence 
on the chromosome pattern was observed 
in all selected cases. Moreover, there is no 
significant change in the chromosome pattern 
of insulin dependent and non insulin dependent 
diabetes mellitus. Different staining intensity 
with trypsin giemsa and barium hydroxide 
giemsa staining shows almost similar in each 
degree of diabetes like mild and severe cases. 
Irrespective of the age group the chromosome 
pattern of diabetes mellitus was not affected. 
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Table - III 
Karyotype in Diabetes mellitus cases. 
CaseNo. Sex Age(Years) Karyotype 

01 M 67 46XY 
02 M 36 » 
03 M 67 k 
04 M 60 
05 F 39 46XX 
06 M 41 46XY 
07 M 65 " 
08 M 69 x 
09 M 45 " 
10 M 46 p 
11 M 65 : 

12 F 35 46XX 
13 M 48 46XY 
14 M 56 " 
15 M 45 i 
16 M 53 » 
17 M 47 » 
18 M 53 E 
19 M 54 F 
20 M 48 

21 F 54 46XX 
22 F 50 Y 
23 F 80 ss 
24 M 58 46XY 
25 F 41 46XX 
26 F 54 : 
27 F 64 s 
28 M 64 46XY 
29 M 55 
30 M 48 " 

31 M 57 ' 

32 M 56 : 
33 M 25 

34 M 33 v 
35 M 65 M 
36 M 52 

37 M 53 





Age group. 35 - 80 Years. 
Discussion: 


The inter-relationship between heredity 
and environment, the extent to which dietary 
manipulation can influence a genetically 


P 24,85) 


determined metabolic disorder at the time of the 
onset and severity can be studied. The severity 
of the metabolic disorder is related to the inter- 
action of the mutant gene with the modifiers in 
the background genome as well as the environ- 
mental factors. (Madan Mohan Rao 1979). In 
our study diabetes mellitus is an inherited dis- 
order showing 52% with known family history, 
28% with no family history and the rest 20% 
not a known family background but all having 
confirmed diabetes mellitus. (Table IV). 


Table - 1V 
Classification on the basis of family history 
with the diabetes. 
SI. No. Family history No.of Per- 
cases centage 
studied (%) 
l.  Thosegivinga 
family hisotry of 
D.M. 18 54.5 
2. Those withno 
family history of 
D.M. and 9 27.2 
3. Those family 
history of D.M. 
is not known 6 18.7 
4. Control 4 
TOTAL 37 


Winter et al suggested that, diabetes 
mellitus is a hereditary disease associated 
with clinical, familial, immunologic, genetic 
and metabolic characteristics. He has further 
stated that, in black subjects the onset of 
diabetes mellitus may have severely impaired 
beta cell function in the absence of islet auto- 
immunity. The authours conclude that, the 
disorder is inherited as an autosomal dominant 
trait and is probably a variant of maturity 
onset diabetes of young subjects. Although, 
there is clearly a high prevalence of diabetes 
in the families of these young subjects, the 
information is incomplete even with full 
identification of pedigrees, conclusions about 
inheritance based on family history alone 
are precarious. The early onset and severity 
of diabetes resulted from the inheritance 
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of genetic determinants of diabetes from 
both parents. (Rahilly et al 1987). 


The degree of diabetes mellitus among 
33 cases observed are directly proportional 
to the family history with diabetes. i.e. those 
with a known family history showed severe, 
followed by those with no family history 
showed mild diabetes based on blood sugar 
values. Most of the younger age group of 
diabetes patients in India were non insulin 
dependent and a comparison made between 
the two categories of IDDM and NIDDM 
showed certain vital genetic defferences, 
which were more marked in young children 
with diabetes. (Savage et al 1979). However, 
the results obtained in our study out of which 
8 cases of insulin dependent diabetes mellitus 
and 25 cases of non insulin dependent diabetes 
mellitus confirmed by biochemical parameters 
and elevated C-peptide, Insulin, Glycosylated 
Hb and Protein levels are shown in (Table II) 


Reports suggest that, the age of onset for 
diabetes mellitus varies from 36 to 45 years 
in one place and 56 to 65 years in another 
place of European countries. Moreover, the 
number of 33 cases studied in our present 
series, the age group fell between 35-80 years 
and majority of cases belongs to the decade 
40-50 years. Chromosome pattern among all 
these selected diabetic cases ranged between 
the age group of 35-80 years of both sex 
showed to be normal male and female karyo- 
type i.e. 46 XY 46 XX (Table III). However, 
majority of cases observed were non chromo- 
somal disorder of hereditary in origin. 


Moreover, giemsa trypsin band pattern 
showed no change, in the chromosomes com- 
pared to control groups. This is clearly noted 
in barium hydroxide giemsa technique where 
the P/Q ratio of all the chromosomes showed 
no change when compared to normal karyo- 
type (Figure I). 


In past a hypothesis concerning the genetics 
of human type I diabetes is influenced by the 
genetic analysis of biobreeding rats and non- 
obese diabetic mice. (George Esinberg 1986). 
Non obese diabetic mice, biobreeding rats 
and human beings all have atleast one gene 


in the major histo compatibility region that 
contributes to susceptibility to diabetes. In 
addition the inheritence of diabetes in all the 
cases is multigenic and involves one or more 
genes outside the major histocompatibility 
complex. 





Fig. I | 
Microphotography of Female Karyotype of 
Diabetes mellitus case after staining with 
Giemsa. Magnification X 1000 (Case No. 12) 





Fig. I 
Microphotography of male karyotype of 
Diabetes mellitus case after staining with 

Barium hydroxide Giemsa. 
Magnification X 1000 (Case No. 20) 


[n. conclusion, the degree of diabetes, 
age and classification of insulin and non 
insulin dependent diabetes mellitus does 
not influence the chromosome pattern. 
Hence, further studies may give clear idea 
in order to know structural change in the 
chromosomes which may confirm the genetic 
disorder. But, diabetic syndromes differ 
from normal diabetes mellitus and study of 
the later show significant contribution in 
genetic diabetic disorder. 
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2. Felig. P. Wahren, J. Hendler, R. (1978) Influence of matu- High prevalence pi diete voe EI NN Ee 
rity onset diabetes on splanchnic glucose balance after of Phenotypic variation in a genetically isolatec population. 
oral glucose ingestion. Diabetes., 27, 121-126. Dales m ns 
3. George, S.E. (1986) Type I diabetes mellitus. A chronic H. Meno H8. Sonksen, EH. seen e E 
autoimmune disease. The New England journal of Medicine., uence of weight upon serum NUM : PR ME 
Vol. 317. No. 21. hormone response of male offspring of the diabetic patients. 
: In. Camerini Davalos, R. Cole, Hs. eds. Early diabetes; 
4. Hantecouvert, M. E. and Huet, D. (1986) Fundamental New York. Academic press, Inc. 297-303. 
i inci i insulin dependent diabet 
ee UA Man. cependent. aeos 12. Sumner, T.T. (1972). A simple technique for demonstrating 


mellitus. La. Medecine. en France, A review of French 
medical literature. Vol. XXX IV. No. 4, November. 


5. Harrison (1980). Principles of Internal medicine. Nineth 
Edition. Isselbacher Adams. Braunwald. Patersdorf. 


= 


centromeric heterochromatin from karvotypes of 10 


day mouse embryo cells demonstrating unequal staining 
of sister chromatids Exp. cell. Res. 75, 304. 


Wilson. International student Edition, Kosaido Printing £13- Seabright, M (1971) A rapid banding technique.for human 

Co. Ltd. Tokyo, Japan, P. 338. chromosomes, Lancet, 2. 971-972. 

Hyvarinen, A.. Nikkila, E.A. (1962) Specific deter- — 14. Winter, W.E. Maclaren. N.K. Riley, W.J. Clarke, D.W. 

mination of blood glucose with ortho-toluidine. Clin. Kappy, M.S. Spillar, R.P. (1987) Maturity onset-diabetes 

Chem. Acta, 7, 140-144. of youth in black Americans. N. Eng. Med. 316. 285-291. 
* * * * * * 


A 15 year old girl was given BCG immunisation as she had missed her routine immuni- 
sation. It was discovered later that she was eight weeks pregnant. Obviously there was 
some concern as BCG vaccine is live. Could the vaccine have harmful effects on the fetus? 


| know of no evidence of a harmful effect on the fetus, especially in producing an 
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active tuberculous infection, by immunising with BCG vaccine, which is an attenuated 
strain of Mycobacterium bovis. Experimentally, at a time when this vaccination, newly 
introduced, was under particularly close scrutiny for side effects and possible reversal 
to virulence, Irvine, an authority on the clinical aspects, quoted tests on guinea pigs by 
Nelis and Picard, who found no sign of congenital tuberculosis in newborn offspring of 
pregnant animals given massive doses of BCG. A safe conclusion is that, provided general 
immunological deficiency is absent, BCG does not constitute a danger to the fetus if 
given during pregnancy. It is quite usual to vaccinate new born infants of a tuberculous 
parent, and in mass vaccination campaings. 


(BMU 15th Novertiber 1988) 
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FACTS WHICH YOU MAY KNOW ABOUT 
RADIATION STERILIZATION 


“Efficiency of 
a sterilization process” 


In medical practice, you frequertly use 

a disposable product marketed ‘sterile’. 

It may have been sterilized by steam,or 
by ethylene oxide, or by gamma 
radiation. A question arises:"What is the 
efficiency of these sterilization processes?” 


Efficiency of a sterilization process is 
measured in terms of inactivation factor 
which is the ratio of initial number of 
viable microorganisms to the number 
surviving after sterilization. 


It follows that the higher the inactivation 
factor, the more efficient is the 
sterilization process in destroying 
microorganisms. 


Inactivation factors for common micro- 
organisms including pathogens, for 
different sterilization process are listed 
above in the next column: 


10" to 107° 
10* to 10° 


Steam 

Ethylene oxide 

Gamma radiation | 
10° to 10'*" (for gram -* ve) 
10** to 10*** (for gram — ve) 


It is thus seen, that inactivation factor 
for common microorganisms is several 
orders of magnitude higher for gamma 
radiation. Even for pathogenic 
microorganisms, commonly encountered 
in hospital environment such as Ps. 
aeruginosa, Staph. aureus, E. coli, 
inactivation factor is extremely high 
(105? to 1099?) because of their high 
radiation sensitivity. 


This data clearly indicates that 
radiation is far superior in its 
microbicidal effect. 


Products currently sterilized by gamma radiation: 
Plastic disposable sets (e.g., fluid administration sets, blood donor sets, blood 
transfusion sets, scalp vein sets, catheters), paraffin gauze, surgical dressings, scalpels 
surgical blades, gloves, sutures, absorbable gelatin sponge, ready-for-use surgical kits, 


ophthalmic ointments (of atropine o 


tetracyclin 


ate, chloramphenicol, gentamycin sulphate, 
ydrochloride), etc. 


WHEN YOU NEED THE ABOVE LISTED STERILE 
MEDICAL PRODUCTS, INSIST ON 
RADIATION STERILIZED PRODUCTS 


Ready-for-use radiation sterilized products, promoted by ISOMED: 
Sterile Polyethylene Drapes, Sterile Mayo Trolley Covers, Sterile Single-use 
Vasectomy kits, Sterile Emergency Minor Surgery Kits. 


For further details, please contact: 


Marketing Officer, 


isomed 


Bhabha Atomic Research Centre, Trombay, Bombay - 400 085. 
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FACTS WHICH YOU MAY KNOW ABOUT 
RADIATION STERILIZATION 


‘Residual toxicity’ 


Disposable plastic medical products 
are normally sterilized either by ethylene 
oxide (ETO) or by gamma radiation, and 
very rarely sterilized by steam. Whatever 
be the method employed, it is important 
to ensure that no toxicity is induced in 
the product as a result of sterilization 
process. It is interesting to know, how the 
different sterilizing agents compare with 
regard to their residual toxicity. 


hemolysis when blood is passed, through 
plastic tubing of heartlung by-pass 
machine, etc. which are well documented. 


Hence there is a need for careful 
and regular monitoring for levels of 
residuals in devices sterilized Dy 
ethylene oxide (ETO) by the 
manufacturer. This data should be 
available to the users. 


In contrast,disposable medica! 
products sterilized by gamma radiation 
cannot “retain” radiation, and they do not 
become radioactive. This point has been 
carefully examined both in theory and 
practice. This is also borne out by the fact 
that radiation sterilization has been 


In the case of ETO,according to 
literature reports, the retained ETO and/ 
or its reaction product, ethylene 
chlorohydrin (ETCH) are base-pair 
mutagens capable of damaging the 
cytoplasm and chromosomes. The 
permissible limits stipulated in Federal 


Register U.S.A. 1978 for example, for ETO, 
ETCH and ethylene glycol, in ETO sterilized 
intrauterine device are, 5, 10 and 10 parts 


accepted by health authorities the world 
over, as a method of choice for sterilizing 
medical devices. 


per million (ppm) respectively. These 
limits are as low as 2 ppm in France and 
Japan. The residuals in excess of the 
permissible levels can cause clinical 
complications.such as,tracheitis from 
endotracheal tubes or extensive 


Experience has shown that disposable 
medical products made from properly 
formulated plastics and sterilized by 
radiation do not exhibit any toxicity and 
are safe to use. 


Some of the Products currently sterilized by gamma radiation: 


* Ophthalmic Ointments of: 
Atropine sulphate; 
Chloramphenicol; 
Gentamycin sulphate; and 
Tetracyclin hydrochloride 


* Plastic Disposable Sets, e.g., 
Fluid Administration Sets 
Blood Donor Sets 
Blood Transfusion Sets 
Scalp Vein Sets 
Catheters etc. 


* Paraffin gauze 

* Surgical Dressings 

* Scalpel Blades 

* Gloves 

* Sutures 

* Ready-for-use Surgical Kits 


WHEN YOU NEED THE ABOVE LISTED STERILE MEDICAL PRODUCTS 
INSIST ON RADIATION STERILIZED PRODUCTS 
For further detai!s 


piease contact Marketing Officer, 


isomed 


Bhabha Atomic Research Centre, Bombay 400 085 
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Zole-F /Zole 
: Family 
The complete fungicidal range for selective treatment 


Zole-F /Zole Zole-F / Zole 
OINTMENT LOTION 
(5 G-15 G) (15 ml.) 
UNDOUBTEDLY THE BEST LASTING IMPRESSIONS 


Unique Polyethylene glycol (PEG) base for rapid penetration of 
Miconazole nitrate & added antimicrobial activity. 


Zole to end it. 


pue TOWDER SPRAY 
CONSISTENT PERFORMER | - SPRAY & CURE 


* Talc based to adsorb * Only of its kind-first 
excessive moisture time in India. 
* Rose & lavender perfumed * Convenience & Economy. 


(Ketoconazole-200 mg. tab.) 
The complet 


Aso, 
ECO Cee ee BG ae 


(Zinc sulphadiazine-15 G & 40 G) (Gamma benzene hexachloride-Ointment 15 G. & 
The unique concept in wound healing 40 G. & Lotion 25 ml. & 50 ml.) 


WLuci-N/LucilBlEENENN ELOTRI eee 


(Fluocinolone with 1% Neomycin-5 G & 15 G) (Clotrimazole-Lotion 10 ml. & 25 mi. & 
Pessaries [6's]) 





THE BROAD SPECTRUM SKIN RANGE 





Manutoctured in India by: 


Tu IR Gutic 
— EE PVT. LTD 
057 


Subhash Road ‘A’ Vile-Porle (E). 
Bombay-400 057. 
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Dermatology in practice - some aspects: 


Pigmentary problems. 


Jayakar Thomas, Muthuswami T.C. 


The diverse hues of various races are not 
due to different pigments — the only colour 
which is normally present in epidermal cells 
is melanin and racial variations are simply 
manifestations of different amounts of 
melanin in the epidermis. The average 
individual maintains a steady level of pig- 
mentation throughout life although the 
palms and soles may be paler and with age 
the hair may lose:its colour. If there is a 
proliferation of the epidermis and no more 
than the usual amount of melanin is being 
formed the dermatosis will be paler than 
the surrounding skin (psoriasis, pityriasis 
alba etc.) while damage to the basal layer 
may destroy the melanocytes and produce 
an achromic lesion (e.g. lupus erythema- 
tosus). Patients may complain of excessive 
pigmentation or of partial or total loss of 
colour. 


Hypopigmentation 
Albinism 


Some unfortunates are born with a total 
inability to produce melanin, the skin, hair 
and iris are all achromic although the hair 
and iris often look more red than white. 
Cure is impossible but the patient is less 
conspicuous if the hair and eyebrows are 
‘dyed and dark glasses are used to hide the 
pink eyes. Patients are often severely irri- 
tated by sunlight and they should be treated 
with sunbarrier lotions. 





Dr. Jeyakar Thomas M.B., D.D., M.D. (Derm) 
Asst. Professor. 
Dr. Muthuswami T.C., M.B., D.D., M.D. (Derm) 
Professor, Dept. of Dermatology, 
Govt. General Hospital, 
Madras - 600 003. 





Specially contributed to “The Antiseptic” 


Vitiligo: 


For reasons which are not well understood 
some patches of skin suddenly lose their ability 
to make melanin. This affects any part of the 
body producing achromic p&atches in which, 
if they occur on the scalp, hairs also grow - 
white. This is particularly distressing to the 
African or Indian and while a pale Caucasian 
may accept philosophically that treatment 
is not always helpful others are anxious to 
improve their appearance. In about a third ` 
of patients spontaneous or drug-induced 
repigmentation occurs usually starting at 
the orifices of the hair-follicles and. if the — 
patient is lucky, spreading outwards but - 
unfortunately the resultant mottling is often 
of no cosmetic benefit. Despite this many 
patients are anxious to try their luck. 


Both meladinine and tripsoralen are sun 
sensitising and if patients are given two 10 mg. 
tablets 2 hours before a 30-60 minute exposure 
to direct sunlight, at least some pigmentation 
often recurs. These products are also available 
in lotion form and may be applied locally 
before exposure to sun but patients whose 
skin is used to heavy pigmentary protection 
may get burnt or even develop lupus erythe- 
matosus in the amelanotic areas. These thera- 
pies must be continued for 3-4 months to see 
if there are any signs of improvement and if 
not patients must be told regretfully but firmly 


that they are wasting time and money, seeking 


treatment. In such cases the discolouration 
may be hidden by make-up or staining the 
skin with strong potassium permanganate 
lotion or even walnut juice. Areas devoid 
of hairs (lips, palms, areola and glans penis) 
never benefit from treatment. 


Pityriasis alba: 


Children may develop slightly scaly 
hypochromic patches, usually on the face. 


3 
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In endemic areas parents worry that the 
condition is early leprosy but sensation is 
normal. 2% sulphur and 2% salicylic acid 
in zinc cream is usually a sufficient local 
therapy. 


Post-inflammatory hypopigmentation: 


If inflammation of the epidermis reaches 
down to the basal layer, melanocytes some- 
times stop working and when the inflammation 
subsides a normally textured skin may be 
paler than usual. It can take 2-3 months 
before the colour returns to normal; no 
active treatment is needed. 


Hyperpigmentation 
Chloasma (melasma) 
Ail over the world, but most frequently 


in the dryer sunny climates women develop 
patchy hyperpigmentation of the cheeks and 


* * * 


forehead. Usually associated in the past with 
multiple pregnancies this hormone-induced 
condition is now often seen in women taking 
the birth-control pill. Patient should be 
helped to have no more children (the pill 
is of course contra-indicated) and slow 
improvement follows the use of 4% mono- 
benzyl ether hydroquinone or 10% para- 
methyl oxyphenol. Most patients recognise 
that sunshine aggravates the pigmentation 
and a sun-barrier is helpful. 


Acanthosis nigricans: 


A velvety hyperpigmented condition of 
the axillae, around the neck or below pendu- 
lous breasts can be due to internal malig- 
nancy or obesity — the latter being commoner 
in darker skins. In the malignant type the 
hands, feet and face may also be involved. 
It is essential to remove the cause if any 
improvement is to be obtained. 


* * * 


IMMUNOGLOBUUN G AND ITS FUNCTION IN THE HUMAN RESPIRATORY TRACT 


immunoglobulin G - which can be subdivided into four classes, each with different 
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functional characteristics - is an important component of the host defense system of 
the repiratory tract. An excessive amount can be produced or can accumulote ofter 
airway irritation (exposure to cigarette smoke) or from immunologic stimulus of 8- 
lymphocyteplasma cells in types of hypersensitivity and interstitial lung diseases. 
Specific antibody activity can be identified in organic dust-induced hypersensitivity 
pneumonitis and asthma that contributes to disease pathogenesis. The availability of 
opsonic antimicrobial antibodies is essential for optimal function of phagocytes in uptake 
. and containment of bacteria. With an absolute or functional deficiency of IgG, recurrent 
and chronic types of sinopulmonary infections occur. 


(Mayo Clinic Proceedings - February 1988) 


* * * * * * 


Pogatsa et al^ reported that the cardiotoxicity of digitalis in insulin-dependent 
diabetes was 3.0% in diabetics treated by diet only and 3.8% in patients receiving 
glibenclamide, and was even higher in patients receiving carbutamide (16.4%) or tol- 
butamide (16.9%), both first generation sulfonamides. They concluded that when used 
concomitantly with digitalis, the second generation is safe, but the first generation is not. 


(Asian Medical Journal Vol. 31 No. 3 March '88) 


* * * * * * 





Effectively Subdues Pain and ensures 
Less Drugging with Fewer Side Effects 





SOB DU 





to your patients will mean 
e Quick relief of pain 
e Sustained relief of pain 


e Relief of pain with less drugging 
and fewer side effects 














* SUBDU is a synergistic combination of peripherally acti . 
ibuprofen (200 "» and centrally acting D Priponk KCI (32.5 mg) 


USV-21-88 


| usv U.S. VITAMIN (INDIA) LIMITED 


Poonam Chambers, Or. A.B. Road, Worli, Bombay 400 018. 
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THE ULTIMATE COMBINATION 
FROM BOTH WORLDS 


INDICATIONS : 

Viral hepatitis. 

Toxic hepatitis including 
drug induced hepatitis and 
alcoholic hepatitis. 


Chronic cholecystitis. 
Cholelithiasis (Gall stones). 


DOSAGE : . 
1 to 2 tablets, 2 to 3 times a day. 


PRESENTATION : 
Container of 60 sugar coated 
tablets. 


A13 





The drug of choice for rapid recovery 
from viral hepatitis,inflammatory and 
toxic disorders of the liver. 


Contains time honoured Ayurvedic 
ingredients fortified with BOLDO and 
HATHICHOKE introduced for the first 
time in India. 








BOLDO contains 
Boidine which has 
choleretic and 
antispasmodic actions. It 
stimulates appetite, and 
promotes digestion. 


HATHICHOKE 
contains Cynarine 
and is a French 
Pharmacopoeial drug. 
Besides choleretic action, 
it stimulates the 
detoxicating functions of 
the liver and produces a 

. favourable influence on the 
regeneration of the 


liver cells. 
Scientific documentary details 
available on request from : v 
FRANCO-INDIAN 
PHARMACEUTICALS PVT. LTD. 
20. Dr. E. Moses Road, Bombay 400 011. 
OMARTS 
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Study of hepatoprotective effect of “Stimuliv”- 
an indegenous compound formulation in carbon- 
tetrachloride induced hepatic damage in albino 


rats & rabbits. 


Pawar S.S., Dange S.V. Patki P.S. Bapat V.M. Shrotri D.S. 


Methods: 


. Hepatocellular jaundice was induced in 
.. rats & rabbits by the method of Watanabe & 
mm». 








Photomicrograph of liver showing centrilo- 
bular necrosis and moderate fatty change. 
No evidence of either fibrosis or regeneration. 


(A) Twleve rabbits (weight - 2.5 to 3.5 Kg., 
Sex-male) were divided into two groups viz. 
Group I - Control (n = 6) 
Group II - Experimental (n — 6) 


Each rabbit was administered carbon 
tetrachloride (20%) in the dose of 2.60 mi/Kg. 
P.O. daily for five days. This was followed 





Dr. Pawar S S., B.Sc.. B.M. Tech., DM.L T. 
Lab. Technician, Dept. of Pharmacology. 
Dr. Dange S.V., M.D. (Pharmacology), 


Lecturer, Dept. of Pharmacology, 
Dr. Patki P.S., M.D., (Pharmacology). 


by treatment with Stimuliv (1.5 ml/Kg. P.O. 
daily x 7 days). Control animals received- 
simple syrup. 


Venous blood samples were taken from 
ear lobule veins on day 1, 6 & 13 of the study 
Yor estimation of serum bilirubin, SGPT & 
serum alkaline phosphatase levels. 





Photomicrograph of liver showing mild 
fatty change and necrosis along with 
marked regeneration. 


(B) Eighteen albino rats (weight - 90 to 


140 g., sex - male) were divided into three 
groups (n = 6 each). : 

Group. 1 : CCL, - Control. 

Group 2: Experimental — 

oe 3 : Vehicle control 
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Table - I 
Effect of administration of Stimuliv on LFTs in CCI, - induced hepatocellular jaundice: 





Day Serum 


AP (KAU/dl) 


SGPT 
(IU/1) 


Serum Bilirubin 
(mg/dl) 





S P S 


1 5.174060 4.67 +0.54 


P S P 


14.17 £1.74. 14.5041.95 0.75+0.03 0.67+0.09= 


6 18.5041.57 19.67+1.54 135.33 + 14.63124.17 € 14.86 3.80+0.35 3.98+0.40 
13 12.33+0.80 17.33+1.15** 63.334 11.45 94.17 £0.08* 1.9240.13 2.75+0.32* 





*P«0.05 n = 6 each 


**P«0.01 Figure are : Mean + SE 


S = Stimuliv, P = Placebo. 


Carbon tetrachloride (20%) was admini- 
stered to each rat in the dose of 0.5. ml/100 g. 
P.O. daily for 5 days. Rats from group | 
were sacrificed on day 6, while those in the 
other two groups were treated with either 
Stimuliv - 0.25ml/100 g. P.O. daily x 7 days. 


(group 2) or simple syrup - 
(group 3) from day 6 to day 12. 


These animals were sacrificed on day 13. 
Their livers were removed & sent for histo- 
pathological examination (after recording 
weight & volume) by an experienced patho- 
logist, who was unaware of the treatment 
given to these animals. 


The results were analysed by Student's 
unpaired “t” test. 


Results: 


(A) Adminstration of Stimuliv resulted in 
significantly more rapid decline in serum 
levels of bilirubin, SGPT & AP (See Table 1). 


(B) Histopathological examination of liver 
specimens revealed the following changes: 
Group 1: Centrilobular necrosis, 


Mild fatty change. 
No evidence of regeneration or 
fibrosis. 

à * * * 


Group 2: Centrilobular necrosis Less than 
Fatty Change in group 
Marked regeneration. 1 & 3. 


e 


Group 3: Centrilobular nercosis Less than 
Mild fatty change — . ingroup] 
Some evidence of regeneration. 


There was no significant change in mor- 
phology of liver (i.e. weight & volume). 


Conclusions: 


Stimuliv - an indegenous compound 
formulation - exerts significant hepato- 
protective action in a model of hepatocellular 
jaundice induced by administration of carbon 
tetrachloride in albino rats & rabbits. us 
suggested by improvement in LFTs (SGPT, 
serum bilurbin & AP) histopathology of liver. 


This compound needs further studies’ in 
other models of heptic damage and in patients 
with acute viral hepatitis. 


Reference: 


1. Watanabe A & Taketa K : Actinomycin D insensetive induc- 
tion of rat liver glucose-6-phosphate dehydrogenase by 
carbon tetrachloride injury. J. Biochem 73:771-773, 1973. 


* * * 


Codeine is a banned substance in Greece. An Rustralion tourist was recently arrested 
at Athens airport for possessing medicine which contained codeine and has had to — 
remain in custady pending her appearance in court there. 


(SANU Vol. 73, 5 March 1988) 
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Franco-Indian... 
Leaders in 
H2 RECEPTOR ANTAGONISTS 
























A COMPLETE RANGE TO SUIT 
INDIVIDUAL PATIENTS 





CIMETIGET CIMETIGE-G00 RANITIGET 


Time tested H2 receptor Offers a simple dosage H2 receptor 
antagonist. schedule of 1 tablet twice a antagonist of choice 
Extensively evaluated in day; or 2 tablets at bedtime. in patients on drugs 
135 countries and in Suitable for ambulatory and such 8S5 2.5525» 


Phenytoin, Theophylline. 
FORMULA: FORMULA: @ in old patients and those 
Cimetidine U.S.P. --- 200 mg. Cimetidine U.SP.... 400 mg. suffering from renal failure. 


PRESENTATION: PRESENTATION: FORMULA: 
A strip of 10 tablets in a A strip of 10 tablets in a Ranitidine ...... 150 ms. 
catch cover. catch cover. 


10 catch covers in a carton. 10 catch covers in a carton. PRESENTATION: 


A strip of 4 tablets 


95 strips in a carton. 
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the new name for 


CIMETIDINE FRANCO INDIAN 


! 


For non-specific digestive 
disturbances 


Festal’ — 










Delivers enzymes where 
they are most needed 


For complete digestion 
Tá emulsify fats 


Prevents flatulence 





The nearest you can 
. get to natural digestion 


Full details on composition, indications, contra-indications, 
side-effects, dosage and precautions are available on request. 


i l : i i ; AN " » 
INDIA LIMITED 
7 en Hoechst [H 
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l tablet - 0.4 CAL 


Each tablet contains 
18 mg Aspartame 


Dear Doctor, 


It is our proud privilege to be the first to 
bring you some good news — of special 
interest as regards your diabetic patients. 


The good word is : SUGAR FREE. 

SUGAR FREE is our brand name for 
Aspartame. It is a methylated dipeptide 
formed of two amino acids. It made its 
debut in U.S.A. in 1981. It was approved 
by FDA in U.S.A. and in over 30 countries 
worldwide for use as a table-top 
sweetener. Now it comes to India. 


How is SUGAR FREE different ? 


e Unlike other artificial sweeteners, 
SUGAR FREE is derived from natural 
sources two amino acids. It is 
therefore safe, and tastes just like 
sugar. 


No bitter after-taste like saccharin and 
other artificial sweeteners. 


It reduces the calorie intake and 
avoids the risk of obesity. 


All their diabetic life, your patients have 
been saying ‘NO’ to sugar. Now, under 
your guidance they can say YES ! to 
SUGAR FREE. 


Assuring you of our best services, as 


(Cadila 


For further information, please write to: 
The Medical Department 

Cadila Chemicals Pvt. Ltd. 
Ahmedabad-380 050. 





NATUROLAX 


For gentle care of the 
intestinal system 











ji 
* Ensures E cm =- p 


* Normalises 


& smooth 


A si —À movement 
evacuation = 





, 


| 
* Non-systemic 





Composition : 
100 gm jar : Each heaped spoonrul. contains 5 5 9 (approx) 

Psyllium Husk (isapgol) powder. 
Dosage : 1 to 3 times a day Continued use for 2to 5 days may 
be necessary for optimal effect Naturolax is to be taken with 
water only 


Indications : Wherever fibre supplementation is needed, like in 
chronic constipation; prophylactically, in patients where 
straining during evacuation should be avoided, such as 
haemorrhoids, fissures, following anorectal surgery; episiotomy 
or post-myocardial infarction, etc.; diminished colonic motor 
response in elderly patients 

Contra-Indications :e Obstruction of bowels due to growth, 
adhesion and other causes. @ In presence of abdominal! pain, 
nausea and/or vomiting 


38, Chowringhee Road 
Calcutta 700071 
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if INFAR (INDIA) LTD 
INFAR 


Halcinonide with Econazole (Halog - E) cream 


(A Therapeutic Trial in Some Dermatoses) 


Abdul Razack E.M., Shobana S., Rajasingam, Muthuswami T.C. 


Introduction: 


Formulations containing topical steroids with antifungal agents 
are often used in dermatology. A cream - Halog-E, containing an anti- 
fungal agent Econazole Nitrate 1% and 0.1% of a halogenated steroid, 
Halcinonide! is one such combination under study. 


Econazole Nitrate is an antifunga imidazole derivative with a broad 
spectrum activity which includes dermatophytes, yeast, moulds and 
gram positive bacteria”. The combined use of an imidazole derivative 
and glucocorticoid has proved valuable in the treatment of highly 
inflammatory mycoses, whether caused by dermatophytes, yeasts or 
moulds. Use of such combinations has also proved favourable in 
numerous lesions invaded secondarily by fungi or gram positive bacteria? 


Halog-E was tried for certain skin conditions over a period of three 
months at the Government General Hospital, Madras. 


The objective of this open studv was to determine the efficacy, safety, 
acceptability and any untoward effects either locally or systemically, when 


used in the treatment of these selected group of dermatoses. 


Materials and Methods 


The patients were chosen at random 
from the Skin Department of Government 
General Hospital, Madras. The skin condi- 
tions included were inflammed fungal lesions 
and others such as Pityriasis alba where 
there was a clinical simulation to Pityriasis 
versicolor. 
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A total of 25 patients were studied and 
the break-up of the various skin conditions 
is given in Table I. 


Table -I 
Skin lesion No. of cases 
Pityriasis Alba 16 
Contact Dermatitis l 
Infected Eczema E 
Paronychia l 
Inflammed Dermotophytoses 2 
Tinea Versicolor | 


Prior to application of the cream, patients 
were interrogated and details regarding onset 
and evolution of skin condition noted. Specific 
interest was also paid towards the presence 
of atopy in either the patients or their family 
members and also towards the possibility of 
contact with potential allergens. 
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The total severity score of the signs and 
symptoms such as erythema, scaling, crust- 
ing, pruritus, excoriation and pain were 
entered in a proforma. A KOH mount from 
skin scrapings of the affected areas was done 
in all patients on three consecutive days if 
proved negative initially. 


Each patient was then given a 10 g. tube 
of Halog-E cream with instructions to apply 
the medication at the sites of affliction twice 
daily and to report if there were any untoward 
effects such as burning sensation, increased 
itching or exacerbation of the skin lesions. 
No concomittant systemic medications such 
as antihistamines or antibiotics were adminis- 
tered except in patients showing signs of acute 
inflammation. The cases were reviewed on 
days 7,14,21 and 28 and the findings were 
entered in the proforma. 


Results 


Pretherapy scaling was severe in 19 of 
25 patients (76%), moderate in 4 (16%) and 
nil in the remaining 2 (8%). Similarly, the 
pruritus was severe only in 7 (28%) and 
moderate in 5 (20%) while there was no 
pruritus in 13 (52%) patients. Erythema 
and vesiculation were evident only in 9 (36%) 
patients. 


Out of 16 cases of pityriasis alba, 11 
(6996) had total clearance of the skin lesion 
while in 5 others, the lesions persisted even 
after the review period of 4 weeks. 


In 4 patients with infected eczema and 
the solitary patient. having paronychia, the 


* Cy... oe 


total severity score of all signs and symptoms 
came down slowly at the end of two weeks. 


Evaluation of the individual signs and 
symptoms showed fairly good improvement 
in scaling. Review of the 19 patients out of 
the total 25 by day 7 showed remarkable im- 
provement in scaling in 14 (74%) patients. 
Pruritus continued to be severe in 3 patients 
by day 7 and was moderate by day 14 while 
it was mild in 9 patients by day 7 and insigni- 
ficant by day 14. Erythema and vesiculation 
were also milder in 9 patients by the first week. 


Good overall therapeutic response was 
observed in 18 (72%) patients by the end of 
4th week, fair improvement in 5 (20%) and 
non in 2 (8%). 


Conclusion 


Halog-E cream resulted in a favourable 
clinical improvement of most signs and sym- 
ptoms in 23 patients with infected eczema, 
inflammatory pityriasis versicolor and pity- 
riasis alba. There were no outoward side 
effects and the cosmetic acceptance was good. 
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* * * 


According to "Science" (1988;940:989-5), there are seven "major" groups pursuing 
the identity of the gene that causes cystic fibrosis, the most common disease inherited 
as an autosomal recessive. The gene is an chromosome 7, and its position is known 
to within 100 000 nucleotides. Once identified, the gene should lead to prenatal! testing 


and possibly to an effective treatment. 


* * * 


(8.M.J. Vol. 296, 30 April 1988) 


* * * 


P a nnn nec —— — 


THE ANTISEPTIC e NOVEMBER 1988 


Presentation v : 
Pirox-10 


Capsules of Piroxicam USP. 10 mg 


; Pirox- 20 | | | : : Cipla Ltd: © 
-Capsules of Piroxicam.U.S.P:20mg Bombay 400 008 





Al6 THEANTISEPTIC NOVEMBER ’88 - 


S T H Istag lobulin (Lyophilised) 


Vaccine for Immunotherapy of 
ATOPIC ALLERGY 






m £3 NS 


SAM — 4 f) Chronic Urticaria 
WA M Jf i /4 Atopic Eczema 


Son Se t Chronic Allergic Rhinitis 














Atopic Dermatitis 
Migraine 
Bronchial Asthma 










"^ fto optimal 
management of 


Atopic Allergy 










Sii Histaglobulin 
HIGH ANTIGENICITY — Consistently high and sustained level 
of antfbodies. 


HIGH LEVEL OF SAFETY — Histamine-like reactions virtually 
absent, 







-breakthrough 






HIGH STABILITY — Lyophilised form (freeze-dried) assures 
exceptional stability even at 25° C. 
WELL TOLERATED — Almost painless. 
Serum Institute of India (P) Ltd. 
Registered Office: 212/2 Hadapsar, Pune 411 028. 
Enquiries: 501 Dalamal Tower, 211 Nariman Point, 
Bombay 400 021. 
A17 THEANTISEPTIC NOVEMBER '88 








Spontaneous subcutaneous emphysema 


in an asthmatic 


Balakrishnan S., Sriram Krishnaswami. 


Summary 


A case of spontaneous subcutaneous emphysema without pneumo- 
thorax in an asthmatic is presented in view of its rarity and paucity in 
medical literature: The mechanisms of its production are also discussed. 


Introduction: 


In 1927, Gordon described two cases of 
sabcutaneous emphysema during labour and 
reviewed 130 cases. Air in the subcutaneous 
tissues of the neck implies paripassu pneu- 
momediastinum. It is rare in adults. In new 
born infants it has been reported as occuring 
in 1%, .5% and .04% by various authors. The 
instant case of an asthmatic who developed 
subcutaneous emphysema in the absence of a 
pneumothorax is of significant academic 
interest. 


Case Report: 


58 years old Mr. M., a resident of Madras 
city, came to the Govt. General Hospital, 
Madras with severe breathlessness of one 
week duration. He had developed left sided 
chest pain, cough with a little sputum and 
early morning wheeze. 


His past history revealed that he had been 
an asthmatic for the past one year. There 
was no history of concomitant severe respi- 
ratory illness, assisted ventilation, general 
anaesthesia, closed injury to chest or fracture 
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of rib, inhalation of noxious fumes. severe 
vomiting, strenuous exercise, foreign body 
inhalation or pneumoperitoneum. He was 


not a diabetic nor did he suffer from poly 
cystic disease. He was a non-smoker. 





General examination showed that he was 
dyspnoeic, respiratory rate being 35 per 
minute, but was not cyanosed. He was afe- 
brile, not anaemic and had no clubbing. His 
blood pressure was normal. Examination 
revealed an emphysematous chest. There was 
a diffuse swelling in the neck and chest more 
in the left supra and infra clavicular and 
mammary regions. Palpation revealed that 
the swelling was subcutaneous diffuse, not 
tender, soft not fluctuant, not transillu- 
minated and with a crepitant crackling feel. 
Chest expansion was ony 4 cms. and 


———— MÀ—— M M— — —]MÀ— r—aÓÓÀ ES 


631 


THE ANTISEPTIC e NOVEMBER 1988 


movements appeared to be the same in all 
areas. Percussion revealed bilateral hyper 
resonance while auscultation showed bilateral 
rhonchi with harsh vesicular breath sounds 
with a prolonged expiratory component. 
Vocal resonance was decreased bilaterally. 
Hamman’s sign was absent. Other systerhs 
did not reveal any abnormality. 





Chest Roentgenogram revealed air in the: 
subcutaneous tissues. [he electrocardiogram 
was normal. His mantoux test was negative 
(5 mm). His sputum was negative for AFB. 
. Culture was sterile. 


moerore NE SE eae ee ee OR 
LungFunction Normalfor60 Patients value 





Tests years 5 ft 6 inches 
Indian patient 

Peak Expira- 
tory Flow Rate 250 Litres/min. 60 litres/min. 
Forced Expira- 
tory volume 
in one Sec. 75-80% 50% 
FEV, 2.3 litres/sec. 1.2 litres/sec. 
Forced vital 
capacity FVC — 3litres/sec. 2.3 litres/sec. 
Maximal 
Breathing 


capacity MBC. 10litrés/min. 7.0litres/min. 
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The above tests confirm that his respira- 
tory disability was chiefly OBSTRUCTIVE. 
The blood gas analysis was also done with 
the values as under: 





Normal  Patient's value _ 








PAO2 (mm Hg) 80 70 

PACO2(mmHg) 36-44 50 

pH 7.4 7.3 
Patient was put on bronchodilators, 


antibiotics and oxygen. 
Discussion: 


The aetiology may be considered under 
4 headings:- 


Spontaneous Aetiology: 


The spontaneous occurrence is the most 
common. In adults it occurs due to underlying 
asthma, bronchiolitis, air-way obstruction by 
clot, tumour or foreign body or due to a chest 
wound resulting in sucking of air. 


Mechanism is the rupture of peripherally 
situated alveoli whose bases relate to blood 
vessels (Macklin & Macklin 1944). Sub- 
cutaneous emphysema associated with miliary 
tuberculosis has been reported (Krishna- 
swami K.V. 1977). Physiological mechanisms 
that cause rupture include deep respiratory 
and Valsalva manoeuvres, coughing and 
vomiting. In the majority, rupture probably 
occurs as a result of check valve bronchio- 
litis. It is a complication of hyaline membrane 
disease in neonate and of measles and giant 
cell pneumonia in children. In the case pre- 
sented a severe attack of asthma may be 
responsible. Presumably resulting in alveolar 
rupture secondary to increased intra-alveolar 
pressure. Bronchial disease by itself can 
cause perforation. Whatever the cause, air 
passes into the interstitial tissues of the lungs 
and tracks to the hilum, mediastinum and 
henceforth to the subcutaneous areas of the 
neck. Air ruptures into the pleural space 
producing pneumothorax particularly in the 
neonates. To visualise the air, it requires 
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the presence of disease in contiguous paren- 
chyma. When sufficient: gas accumulates in 
the mediastinum, pressure may build-up and 
impede blood flow particularly in the low 
pressure veins resulting in respiratory 
embrassment - the so called "Stiff Lungs" 
These leads to the syndrome of *Mediastinal 
air block." Build up of pressure occurs only 
when air is prevented from passing into the 
neck. 


Traumatic Aetiology: 


Subcutaneous emphysema may develop 
following closed chest trauma, fracture of 
ribs or tracheo-bronchial rupture. Following 
diagnostic instrumentation either directly 
or from the paroxysmal coughing during these 
procedures. Erosion by cuffed endotracheal 
tubes and tracheostomy. Acute fulminant 
mediastinitis may result. 


Following rupture of the oesophagus: 


This occurs during episodes of severe 
vomiting, labour, strenuous exercise or after 
severe asthmatic attacks or in oesophageal 
neoplasms. In rupture of acute alcoholism 
(Boerhaeve's syndrome) the usual site is in 
the lower 8 cms. of the oesophagus. This area 
being relatively unsupported by connected 
tissue, the classic tear is vertical and involves 
the left posterolateral wall. 


Incidental causes: 


These include extension of gas from 
below the diaphragm along the fascial planes 
of the anterior abdominal wall following 
attempted spontaneous diagnostic or thera- 
peutic pneumoperitoneum. Two cases of this 
type have been reported by Stahl and his 
colleagues. Pneumoperitoneum may occur 
as a result of progressive, massive tension 
pneumomediastinum specially in neonates 
(Cambell 1970). The association of media- 
stmal emphysema with hypoplastic lungs 
and poly-cystic kidneys is also mentioned. 


Roentgenographic manifestation: 


These are easy to detect specially in in- 
fants. In a postero-anterior projection the 


mediastinal pleura is displaced laterally, the 
so called “Arc” sign or “Spinnaker sail” sign 
or also called “Thymic grip" sign. Macklin 
(1939) with scalloping of the upper mediastinum 
creating a longitudinal shadow parallel to 
the heart border and separated from it by 
gas. This is more on the left side and may. 
extend to the aorta also. In the lateral view, 
gas in the retrosternal region can be identi- 
fied. Franken has noted that the heart may 
be displaced simulating dextrocardia. In 
infants the thymus may be well outlined and 
displaced upwards. The consequent build 
up in pressure in the mediastinum often gives 
rise to unilateral or bilateral pneumothorax 
in infants. Lillard and Allen described "an 
extrapleural air sign" consisting of collection 
of gas between the pareital pleura and the 
diaphragm. It is possible that this could be 
confused with pneumothorax as pointed 
out by Felson. There is yet another sign “the 
continuous diaphragm sign" described by 
Levine. This denotes the visualisation of 
the central portion of the diaphragm in 
continuity with the lateral portions. pneumo- 
pericardium should also conceivably permit 
visualisation of the central portion of the 
diaphragm. However as pointed out by 
Levine, pneumopericardium is almost always 
associated with fluid with the pericardium 
cavity which causes obliteration of the central 
portion of the diaphragm in X-rays taken in 
the erect posture. Thus Roentgenograms 
exposed in different body positions may help 
to differentiate between pneumomediastinum 
and pneumopericardium. Bronchoscopy or 
Oesophagoscopy may rarely be indicated 
depending on the cause. 


Treatment: 


Treatment of the cause and of the compli- 
cations is indicated. Surgical decompression 
by incising the soft tissue swelling has been 
advocated (Collins 1948) but is rarely indi- 
cated. Administration of high concentration 
of inspired oxygen (Cray and Henson 1966) 
can speed up the absorption of air from the 
tissue planes. 
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REMOVAL OF A NASOGASTRIC TUBE 


A 21 year old man with cerebral palsy was gdmitted with an empyema, which 
was treated by decortication. Postoperatively he required enteral feeding. A narrow 
bore (9 French gauge) Silastic tube with a bolus weighted with tungsten (Viomedex) 
was passed through the right nostril into the stomach, and its position was confirmed 
radiographically. Nosogastric feeding was stopped after 15 days, and attempts were 
made to remove the tube. It became stuck with a few centimetres still in the nose. 
Gentle manipulation failed to move the tube in either direction, and on gentle traction 
the tube became detached from the tungsten bolus, which remained in the nostril. The 
bolus had become impacted behind a septal spur and become buried beneath the 
mucosa. It was removed under general anaesthesia. The patient recovered without 
further incident and was discharged soon ofterwards. 


(BMJ Vol. 296 9 April 1988) 


* * * * * * 


Migraine headaches can be nasty. Aspirin and other NSAIDs may be useful, but the 
standard therapy is still ergotamine. Beta adrenergic blockers may be useful in prophy- 
laxis and calcium channel blockers may be useful, but are not yet approved for this 
application. 


(Michigan Postgraduate Review, Vol. 4, No. 4, Oct-Dec. '87) 


* * * * * * 
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. Amoebic peritonitis following rupture of — — 
~ amoebic liver abscess : Report oftwocasesand = 
review of literature. — | 
fr Mahanta H., Das M.K., ‘Datta Choudhury S.B., 


Introduction: 


yi 


A significant world population harbour the parasite Entamoeba 

histolytica, including the native population, extending from. Arctic to 

Antartic circles. Complications of intestinal amoebiasis include per- 

| foration, haemorrhage, stenosis, granuloma, hepatic abscess and 
AS .. rupture of abscess into the thoracic or abdominal cavity. Amoebic 
peritonitis following intra-abdominal rupture of hepatic abscess is 

almost a fatal complication. The mortality in diagnosed cases have 

usually ranged from 50 to 80 p.c., although many cases were not sus- 

pected and remained undiagnosed during life (Ochsner and DeBakey 

` 1943, DeBakey and Ochsner 1951, Kapoor and Joshi 1972). Hulke 

(1982) first described a case of amoebic peritonitis successfully treated 

by surgery. Since then there have been sporadic report of other success- 

. ful cases which have been reviewed by Biggam and Ragab (1931), Self 


(1955) and Wallace et al (1978). 


We encountered two cases of amoebic peritonitis following rupture 
of liver abscess. Because of rarity of the conditions we have presented 


the cases with review of the literature. 


Report of Cases: 


Case - 1: 


A 45 years old previously quite healthy 
man was admitted in surgical ward II, Slichar 
Medical College Hospital on 6.8.83, with 
history of sudden severe pain all over abdomen 
of about 24 hrs. duration. Pain initially 
started in the right upper abdomen and then 
spread over the whole abdomen. He vomitted 


2 to 3 times and gave no history of significant 


past illness. Only for few days before the on 
set of pain he had discomfort in the upper 
abdomen, nausea and loss of appetite. 
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ed. His pulse rate was 100 per minute. Blood 


On physical examination, patient was - 
found to be well developed and well nourish- . 


pressure was 110/80 mm of Hg with moderate - | 


dehydration. He had also temperature of 
38° C. Jaundice was absent. Abdomen was 


found to be moderately distended with gene- — 


ralised tenderness and the rigidity. Bowel 
sound was diminished. Liver dullness was 
not obliterated. Provisionally diagnosed it 
to be a case of perforation of duodenal ulcer. 


W.B.C. count was 1500 per cubic mm. HB - 


70 p.c. Urine analysis was normal. X-ray 


could not be done as 24 hrs. radiological 


service was not available. Diagnostic para- 
centesis of abdomen .showed chocolate 
coloured pus which arouse suspicion for 
rupture of a liver abscess. 


On laparotomy, abdomen was found to 
be filled with chocolate coloured thick pus 
and a ruptured abscess on the anterior surface 
of the right lobe of liver. Peritoneal toileting 
was done and drainage tubes were put in the 
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abscess cavity and in hepatorenal pouch. 
-He was put on intravenous metronidazole 
and terramycin injection. Pus culture showed 
mixed organism sensitive to terramycin and 
gentamycin. 


Patient developed severe wound infection 
in the post operative period. Patient was dis- 
charged 20 days after the operation and on 
post operative check up after one month he 
was found to be enjoying good health. 


Case - 2: 


A 40 years old previously healthy man 
was admitted in surgical ward-II of Silchar 
Medical College Hospital on 7.4.84 with pain 
in the upper abdomen with vomiting and 
fever of 48 hrs. duration. Onset of pain was 
sudden, localised in the epigastrium asso- 
ciated with vomiting fop several times and 
rise of temperature (38° C to 39° C). He gave 
history of occasional irregular bowel of long 
duration but no significant illness in the 

immediate past. 


On physical examination patient was 
found to be well built and well nourished. 
His pulse rate was 100 per minute, tempera- 
ture 38° C and moderate degree of dehydra- 
tion. He also. had icteric tinge in the sclera. 
Abdomen was initially found to be tender 
at epigastrium and right hypochondrium with 
‘muscle guard. A vague lump could be felt 
in the epigastrium extending to the right 
hypochondrium. WBC count was 16,000 per 
cubic mm, HB-12 gm percent and ESR -30 
mm at first hour. X-Ray showed distended 
loops of intestine. He was diagnosed to be a 
case of acute cholecystitis and conservative 
regime was started. But he did not respond 
within 24 hours. His pain increased in inten- 
sity and spread all over the abdomen. Abdo- 
men became distended and bowel sound was 
diminished giving a picture of generalised 
peritonitis. Diagnostic abdominal  para- 
centesis revealed chocolate coloured pus. 


Laparotomy was done and abdomen was 
found to be filled with chocolate coloured 
thick pus with a ruptured liver abscess in the 
inferior part of the left lobe from which pus 
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was simply trickling out to the peritoneal _ 
cavity. Peritoneal toileting was done and 
drainage tubes were put both in the peritoneal 
and the abscess cavity. He was put on intra- 
venous metronidazole infusion and Genta- 
mycin. Patient recovered fully without anv 
complication and was discharged on 12th 
post operative day. On follow up after one 
month he was found to be quite healthy. 


Discussion: 


Amoebic peritonitis following rupture 
of amoebic liver abscess is a dreaded compli- 
cation. The incidence of rupture of amoebic 
liver abscess into the peritoneal cavity varies 
from 7 to 11 p.c. (Ochsner and Debakey 
1943, crane et al 1972). Fray et al (1964), and 
Monga et al (1976) reported an incidence of 
2 to 20 p.c. Aptekar and Sood (1970) reported 
20 p.c. of intraperitoneal rupture in a series ` 
of 50 cases of amoebic liver abscess. However, 
in the endemic areas incidence may be lower. 
Adams and McLeods (1977) reported an 
incidence of only 1.8 p.c. in over 2,000 cases 
of hepatic amoebiasis. The rupture may result 
in either perihepatic abscess or defuse peri- 
tonitis. 


The pre-operative diagnosis of intraperi- 
toneal rutpure of liver abscess producing 
peritonitis is very difficult. Amoebic perito- 
nitis may develop in symptomatic or asymp- 
tomatic patients with liver abscess (Wallace 
et al 1978). Clinical findings usually include ` 
generalised peritonitis, abdominal distention, 
fever and often shock (Ochsner and DeBakey 
1943). It is often confused with gastro- 
duodenal perforation or empyema gall blad- 
der which are commonly encountered in day 
to day practice (Aptekar and Sood 1970). 
Kapoor et al (1972) observed that board like 
rigidity of the surgical abdomen may be absent. 
Wilmont (1962) described three forms of 
clinical presentation of intraperitoneal rupture 
of amoebic liver.abscess - (1) sudden rutpure 


with sign of wide spread peritonitis speed 


with high mortality (2) a gradual leak with 
localised abscess (3) a gradual process with- 
out localisation causing chronic generalised 
peritonitis. Biggam and Ragab (1931) and 
Self (1955) have discussed the clinical 
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presentation of these cases and various factors 
causing difficulty in correct diagnosis. 


Amoebic peritonitis is seen commonly 
in males as the amoebic abscess of liver occur 
more frequently in males than females due to 
some un-known reasons. Amoebic liver 

abscess that ruptures to produce the perito- 
 nitis usually involve the inferior surface of 
the liver (De Bakey & Ochsner 1951, Kapoor 
and Joshi 1972). Abscess of the left lobe of 
liver have a greater propensity for intra abdo- 
minal rupture (Alkan et al 1961, Rasaratanam 
and Wijetillake 1976) Archampong (1972) 
pointed out that probably because of the 
smaller size and more complete peritoneal 
cover abscess in the left lobe of liver is more 
vulnerable for rutpure into the peritoneal 
cavity. On account of the hidden localisation 
of the abscess in- the left lobe, diagnosis is 
often delayed resulting in high incidence of 
mortality (Alkan 1961). However, the inci- 
dence of rupture of abscess from right lobes 
of liver is more because of more frequent 
involvment of the right lobe. 


Literature shows no agreement on the 
choice of appropriate method of treatment. 
. While a few clinicians (Hulke 1892, Self 
1955, Singh 1959) have opined in favour of 
surgical intervention, others have preferred 
conservative measures involving repeated 
aspiration of the abscess and soiled peritoneal 
. cavity supported by antiamoebic and anti- 
biotic chemotherapy (Biggam and Ragab 
1931, Ochsner and De Bakey 1943, Paul 1959, 
Thakur 1965). The rationale of conservative 
approach was discussed by Paul (1959) who 
~ observed that the escape of pus from an amoebic 
cavity was extremely slow and ceased promptly 
with aspiration. Archampong (1972) however 
doubted it because it was difficult to know 
whether all the cases had free pus in the peri- 
toneal cavity as the abdomen was not opened. 
Moreover, he pointed out that even the un- 
complicated liver abscess present the picture 
of peritoneal irritation. He emphasised that 
varied presentation of hepatic: abscess and 
difficulty in accurafe diagnosis and uncer- 
tainty of adequate removal by aspiration of 
thick pus from both peritoneal cavity and 
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abscess cavity far out weighed the danger of — 
open drainage. Knaur (1969) reported that 
over two third of the patients under went 
laparotomy to obtain diagnosis. 


Most recent authors have utilised the 
surgical drainage supported by emetine or 
metronidazole as the preferred treatment of 
amoebic peritonitis Kapoor et al (1972), 
Monga et al (1976). Wallace et al (1978) 
reviewed the major series of surgiclly treated 
patients. However, the over all mortality 
remain high with generalised peritonitis. 
Knaur (1969) De Bakey and Ochsner (1951), 
Datta et al (1973) and Monga et al (1976) have 
observed that presence of jaundice and 
multiple abscess were the major contributory 
factors responsible for higher mortaility. 


One important cause of failure of surgical 
treatment in the past has been the use of 
emetine hydrochloride during resuscitation 
period. The myocardial toxicity of the drug 
leads to poor chance of recovery due to circu- 
latory collapse (Adi 1966). Metronidazole 
has been found to be an effecive amoebicidal 
drug and because of lesser toxicity it is pre- 
ferred to emetine hydrochloride of dehydro- 
emetine (Mahmoud and Warren 1976, Nair 
et al 1974). Moreover,- the metronidazole 
in the form of intravenous infusion acts 
rapidly and its nontoxicity has made the 
surgery safer in peritonitis following rupture 
of liver abscess. 

Mortality of amoebic peritonitis is quite 
high. Sciff in 1956 recorded a mortality of 75 
p.c. Adi (1966) reported a mortality of 67 
p.c. from Nigeria in cases with free leakage 
of pus into the peritoneal cavity. From the 
review of literature the mortality in surgery 
combined with anti amoebic drugs found to 
be 36.7 p.c. (Table - I). Kohli et al (1984) 
recently studied 25 patients with amoebic 
peritonitis following rupture of amoebic 
liver abscess and reported a low mortality 
of 12 p.c. Biggam and Ragab (1931) noted 
that the important factor predisposing the 
rupture of hepatic abscess and its poor 
prognosis was delayed or inadequate treat- 
ment. Poor nutrition or diminished host 
resistance associated with other diseases 
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Table - I 


Reports of combined medical and gal management o peritonit following rupture 








of liver abcess. 
No. of Drug therapy 
Source — cases Comments 
* Self. (1955). . ]  Emetine Hcl. 
* Singh (1959). 5  Emetine Chloroquine - 
* Alkan et al (1951). |  Emetine - 
* Reys and Reys (1969) 15 Autopsy finding not 
given. 
Aptekar and Sood (1970). 10 Emetine Expired case had also 
ruptured into the lung. 
* Archampong (1972). 4 Metronidazole, Also received cortico 
j Emetine, Chloroquine steroid. 
* Kapoor and Joshi (1972). 33  Emetine. One third had Jandices 
and multile abscess in 13 
* Datta et al (1973) 4  Emetine, Chloroquine All patients had 
Metronidazole. 1 Jaundice. 
* Moveas (1973). 1 Emetine. 
* Monga et al (1976). 1]  Emetine. 3 of the patients had 
Jaundice. 
* Rasaratnam and 2 of the 3 patients 
Wijetillake. (1976) 5 Un-known. survived had localised 
peritonitis. 
Wallace et al (1978). 2  Emetine Both cases have had 
. Metronidazole. generalised peritonits. 
Kohli et al (1984). 25  Emitne, Chloroquine 3 cases expired due 
Metronidazole. to uncontrolled sespis 
2 and toxaemia. 
(ME EA ERD à CN, SORS INIMICI LIB ACE Ware OPTS co tnr uam dn e 
117 43 . Mortality rate 36.7%. 





* Reviewed by Wallace et al (1978). 


Contribute to all unsatisfactory outcome References: 
and presistence of these conditions in many ` 
tropical countries are responsible for high 
mortality (Archampong 1972). 


. Adams, EB and Macleod, IN: Invasive amoebiasis and 
its complications. Medicine, 56: 325, 1977. 
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Two cases of amoebic peritonitis follow- 
ing rupture of amoebic liver abscess, treated 
successfully surgically combined. with metro- 
nidazole intravenous infusion have been 
presented and the relevant literature on the 
subject are reviewed. 
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WHAT IS BLACK HAIRY TONGUE? 
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* * * 


The tongue appears hairy because of hyperplasia of the filiform papillae, which 
may become very long. The blackness of the tongue is attributed to pigment producing 
bacteria, although overgrowth of fungi also occurs. The condition only occurs in adults, 
and factors which appear to be concerned in this strange condition include excessive 
smoking, poor dental hygiene and administration of antibiotics. Symptoms are un- 
common but some patients complain of tickling of the palate or of retching. Treatment 
is with regular gentle brushing with o soft toothbrush. Avoiding smoking and improving 
dental hygiene can also be helpful, if relevant. 


(The practitioner 8 March 1988 Vol. 232) 
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Intussusception of mucocele of appendix 


(A brief review with a case report) 


Pradeep Garg, Mehdiratta K.S., 


5 


Introduction 


Intussusception of mucocele of appendix is a rare entitv. A case 
diagnosed per-operatively is reported here and the literature is reviewed 


alongwith. 
Case-Report: 


A 35 years old female with history of 
diffuse abdominal pain mild to moderate in 
intensity with intervening episodes of colicky 
pain and vomiting. Only positive finding on 
examination was a freely mobile lump of 
5X5 cms. size in right iliac fossa. A double 
contrast Barium enema showed a filling 
defect in caecum. All other investigations 
were within normal limits. 


With a pre-operative diagnosis of ‘Hyper- 
trophic Ileocaecal tuberculosis’ an elective 
resection was planned. 


Operative findings 


The lump was seen to consist of massively 
swollen appendix buried into caecum and 
only 2 cms. of tip of appendix (swollen) was 
visible. The intussuscepted appendix could 
not be reduced manually. Hence a small nick 
was made at the tip of the appendix and all 
gelatinous contents were taken out on a 
separate sponge avoiding contamination of 





Dr. Pradeep Garg, M.S. 

Senior Resident in Surgery. 

Dr. Mehdiratta K.S., MBBS. FRCS. 

Formerly Professor and Head of the Dept. of Surgerv, 
Maulana Azad Medical College, 

Delhi. 


Correspondence Address: 

Dr. Pradeep Garg 

6, Doctor's Hostel, 

R.M.L. (Willingdon) Hospital, 
New Delhi. 





Specially contributed to “The Antiseptic” 





640) 


of peritoneal cavity. No worm or faecolith 
was seen. 


Appendix was removed but stump could not 
be burried. 

Patient had an uneventful post-operative 
recovery. 

Histopathology showed it to be an inflammed 
mucocele of appendix. 


Discussion: 


Intussusception of appendix is uncommon 
and mucocele of it is rare. McKidd (1958) 
published first case and since then only about 
160 cases have been reported (Maingot 1980). 
Contribution tothe literature has come from 
number of authors (Fraser 1943, Brewer and 
Marcus 1948, Boon and Sibely 1951, Hickin- 
botham 1951, Allaman et al 1952, Forshall 
1953, Shephered 1973, and Swenson 1969). 
But McSwain (1941) gave a comprehensive 
review of the literature on the subject. 


Male to female ratio is 3:1 with majority 
of cases occuring in first two decades of life. 
The course of disease can be divided into 
2 stages: (Huddy 1927). 


l. A long period during which the appendix 
slowly becomes intussuscepted. 

2. A short period of colic intussusception: 
The appendix acts as a foreign body in the 
lumen of the caecum and eventually a 
colic intussusception may be produced. 


Hyperactive peristalsis provoked by 
intestinal parasites or faecolith is suggested 
theory of its development. Even mucocele 
of appendix can be causative factor in its 
intussusception (Wakeley 1939). 
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The intussusception may start either at 
tip or at base of the appendix, complete 
inversion into caecum being the final result. 


Six cases are on record where intussu- 
sception of appendix was felt per rectum. 
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A 22 year old student claims to be allergic to tetracycline, penicillin, co-trimoxazole, 
and erythromycin. Tetracycline made her face swell. Is tnere a laboratory test to confirm 
that she is actually allergic to all these drugs? 


There are no totally reliable tests for allergy to antibiotics, probably because the 
allergic reactions that occur are directly due not to the small antibiotic molecules them- 
selves but to some form of protein antibiotic combination. In the case of penicillin, 
however, skin tests (or serum radioallergosorbent tests) with the major determinant 
penicilloyl polylysine and a minor determinant mixture can detect over 99% of patients 
in whom there is a danger of an immediate reaction. People who are sensitive to peni- 
cillin are four times more likely to react to cephalosporins than the population at large 
but, with this exception, there is no good evidence that multiple antibiotic sensitivities 
are due to cross reacting antibodies. The only practical course to follow where a previous 
reaction has been suspected is to start with small trial doses, avoiding the antibiotic 
entirely if the reaction was severe or if it produced mucocutaneous eruptions and 


systemic symptoms (Stevens Johnson syndrome). 


Even the use of test doses cannot prevent the occasional later reactions to break- 
down products of bacteria (as in meningococcal infections) or to the antibiotic itself. 
On the other hand, rashes which are provoked by ampicillin or other antibiotics in 
glandular fever are due in part to transient changes in the patient's immune responses 
caused by the €pstein-Barr virus and are not a contraindication to further use of the 
same treatment. 


(B.MJ. Vol. 296, 23 April 1988) 
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Sclerotherapy : an effective, curative out patient 
procedure for the treatment of hydroceles. 


Jain U.K., Agarwal S.L., Bhagat S.S., Sushil Kumar. 


Introduction 


Scrotal hydrocele is a common problem affecting all age groups. 
However, it is more common in elderly and it is this age gro -> for 
which sclerotherapy is recomended (Nash 1979). Surgery is generally 
thought to be most effective treatment of hydrocele (Landes 1967). 
A critical review of the post operative course usually reveals an un- 
acceptably high incidence of the notorious swelling, induration, heama- 
toma and infection. As a result the average hospital stay and time 
off from work get prolonged. Sclerotherapy can be an effective alter- 
native in such cases. 


Injection treatment of sclerotherapy in various forms has been used 
since thirteenth century . But this form of therapy has largely been 
abandoned probably on poor evidence. (B.M.J. 1973). The reason for 
the fall from favour of sclerotherapy in the earlier part of this century 
is unclear. There are no reports listing horrific complications or even 


reports showing poor results. 


Maloney's (1975) recent report demonstrated that sclerotherapy 
can be an effective form of treatment for scrotal hydrocele. 


Recent reports of good result with sclerotherapy have prompted 
us to conduct a prospective study on the role of sclerotherpay in the 


cure of scrotal hydrocele. : 


Material and Methods: 


This study was done at M.L.B. Medical 
College, Jhansi in only those cases of primary 
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vaginal hydrocele without associated disease 
of testis, epididymis, scortum and spermatic 
cord and with age group between 20-70 years, 
afraid of surgery due to ill health or for fear 
of long time off work. 


The procedure was done in minor O.T. 
room. After proper preparation, painting 
and draping of the part 1% xylocaine 1-2 ml. 
was injected at the upper pole of the hydro- 
cele. In bilateral cases both sides were treated 
at the same time. Now an aspiration needle 
16 or 18 gauze medicut was inserted into the 
upper pole of the hydrocele after tensing the 
sac. For small hydrocele an ordinary hypo- 
dermic needle was used. The fluid was fully 
aspirated using 50 ml. syringe and the volume 
recorded, after which the testis was carefully 
palpated to ensure complete emptying. 
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The sclerosant used in our study was 
phenol in normal saline of varying concentra- 
tions (2.5 to 6%). The dose of phenol solution 
depended on the volume of fluid aspirated 


6-5 


volume of fluid Amount of phenol 
aspirated solution 
50 ml. 5 ml. 
51-200 ml. 10 ml. 
201-400 ml. 15 ml. 
More than 
400 ml. 20 ml. 


The puncture site was sealed by tincture 
benzoin and scrotal bandaging was done. 
The patient was discharged immediately. 
No antibietic and no anti-inflammatory 
drugs were given. 


The patients were warned that some fluid 
might re-accumulate and they were asked to 
come for follow-up at 3 weeks, 6 weeks, 12 
weeks and 6 months. 


If the size of the scrotum suggested re- 
accumulation of fluid at any of the follow-up, 
the fluid was aspirated again and second dose 
of sclerosant was injected as before unless: 


(a) The aspirate was darker than on the 
first visit. 

(b) The fluid volume was much less (i.e. 
less than 50 ml.). 


The treatment was repeated until the 
fluid no longer reaccummulated. The patient 
was subsequently called for follow-up till 
6 months. 


Results: 


Sclerotherapy for hydrocele was done 
in 64 patients of different age groups. The 
maximum number of patients (42 patients), 
who underwent sclerotherapy were in age 
group of 40-60 years and 7 patients were 
above 61 years of age. 


The patients were regularly followed and 
their complaints about recurrence, stinging 
sensation in s."otum, testicular tenderness 
etc. were noted (Table - I). 


Table - I 
Showing complications after sclerotherapy 
at 6 months follow-up. 
vv No.of Percentage 

Conc une Patients of patients 
Recurrence 14 21.87 
Stinging sensation 
in scrotum 8 12.50 
Testicular tenderness 5 7.81 
Infection Nil Nil 
Haematoma Nil Nil 


It was found that the reaccumulation of 
fluid to almost the pretreatment size occured 
in almost all the cases for 3 weeks. In majority 
(Appx. 80%) the fluid got gradually reabsorb- 
ed spontaneously by the end of 3rd month 
of sclerotherapy. The final reassessment 
done after 6 months showed persistant re- 
accumulation in 21.87% cases. These patients 
who consulted for re-therapy were admitted 
and aspiration followed by injection of sclero- 
sant of the same concentration was repeated 
under full aseptic precaution. 


All patients with moderate size of hydro- 
cele got complete cure after 2nd treatment, 


only four cases having large size hydrocele 


(more than 400 ml. fluid at first visit) required 
the sclerotherapy for 3rd time. 


The recurrence rate with varying con- 
centration of phenol solution has been shown 
in table no. 2. This shows that the recurrence 
at 6 months follow-up was only 8.33% with 
phenol, while it was 100% with 2.5 amd 3% 
phenol. Thus the relation between the 
percentage of sclerosant with that of recur- 
rence rate can be defined as: 


Recurrence rate 1 
Percentage of sclerosant 
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Table - II 


Showing recurrence rate with varying 
concentration of sclerosant used at 6 
months follow-up. 


€ —————— ái M ÓÁÓ a; 





Percentage Total No. Recurrence 
ofPhenol ofcases No.of percentage 
patiens 
4.9 2 2 100 
3.0 3 3 100 
4.0 4 2 50 
5.0 7 2 28.57 
6.0 48 4 8.33 





Though the thickening of cord, epididymis 
and vas were found to be slightly more but 
the recurrence rate was significantly less and 
the biopsy and seminogram showed normal 
result with 6% of phenol. Due to this reason 
6% concentration of phenol solution was 
used in maximum number of patients (75%). 


And this concentration was standarised 
in the present study. The thickening of cord, 
epididymis and vas resolved gradually within 
6 months in almost all cases. 


Discussion: 


At present the standard treatment of 
hydrocele is either repeated aspiration or 
operation (Pender 1973, Whitaker 1976, 
Rains 1977). Later has high incidence of 
complications. These can be minimised with 
careful surgery (Lord 1967, 1970). But 
development of a post-operative haematoma 
is notorious. The aspiration alone is not 
curative, whereas an injection of sclerosant 
agent after the aspiration usually cures the 
condition. 


Sclerotherapy is based on the principle 
that the sclerosant in dilute form will damage 
the mucosa of tunica vaginalis parietal as well 
as visceral layer, thus hindering the process 
of excessive formation of hydrocele fluid 
from.the tunica. 


The results of this study show that sclero- 
therapy in the treatment of hydrocele is simple 
and effective procedure and free from all 
but minor side effects and in approximately 
78% cases does not occur within an average 
follow-up of 6 months. These results are 
comparable to those reported by others. 
Maloney, (1975) Nash et al, and Gupta 
(1983), had reported cure rate of 100%, 98% 
and 95% respectively. 


This study has also shown that recurrence 
rate was inversely proportional to the con- 
centration of phenol solution. That is to say, 
it was highest (10096) with 2.5 & 396 solution 
and minimum (8.33%) with 6.0% phenol 
solution. 


It has been said that sclerotherapy in 
young patients is to be avoided for the fear 
of causing orchitis or testicular atrophy due 
to a direct action of sclerosant. However, it 
seems to be unfounded as only testicular 
tenderness without other features of orchitis 
was present in 5 patients and no patient has 
developed testicular atrophy. The testicular 
biopsy and seminogram were done in 6 young 
patients and they were normal. This means 
that this complication can occur only when 
the technique of sclerosant injection is faulty. 
(Sclerosant is injected into testicular tissue 


proper). 
Summary: 


A prospective study was carried out on 
the efficacy of sclerotherapy for the treat- 
ment of hydroceles 64 patients with primary 
vaginal hydroceles were treated with sclero- 
therapy by phenol aqueous solution. 50 hydro- 
celes were cured and 14 hydroceles (21.8796) 
recurred at 6 months follow-up. This study 
concludes that sclerotherapy in the treatment 
of hydroceles is effective and free from all but 
minor side effects and it may be an alternative 
out patient therapy for those who refuse | 
surgery due to ill health or for fear of long © 
time off-work. 
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Water intoxication due to toothache” 


A 32 year man was admitted te hospital having had a series of grand mal seizures 
earlier that day. He became progressively more drowsy and was unconscious on 
admission to the neurological unit, with dilated pupils, brisk reflexes, and extensor 
plantar responses. His plasma sodium concentration was 109 mmol/1, with urine and 
plasma osmolalities of 98 mmol/kg. and 229 mmol/kg. respectively. Computed tomo- 
graphy was normal. Water intoxication was diagnosed, and he passed 91 of urine in 
12 hours, despite having no intake. Serum biochemistry returned to normal in 48 hours, 
and he regained consciousness 24 hours later without residual neurological deficit. He 
was then able to tell his doctors that he had suffered severe toothache on the day of 
his admission and was unable to obtain emergency dental care. The only measure 
which relieved the pain was to drink cold water, swilling it over the affected tooth 
His wife said that he had drunk “a bathful” of water. 


It is striking that such an innocent set of circumstances gave rise to such a serious 
illness. Water intoxication is almost always iatrogenic or associated with psychiatric 
disease, but our patient had no psychiatric illness and took an apparently logical measure 
to relieve his pain. It is apparently possible to drink a life threatening quantity of water 
before any feeling of satiety arises to prevent it. 


(B.MJ. Vol. 296 2 Apri! 1988). 






* * * * * * 
TREATING INFECTIONS ... ^ 
whatever may be the BIOCILIN 
infecting organism MOXILIUM 
or site BIOCLOX 
SG EES BE TS ea a 
ZZ AMPILOX 
! i a OTRIM ae 
(Giochem) F BIOPHENICOL 
E -| BIODOXI 
RIFAMYCID 
N CEPHAXIN 
CEFLAD 





You can always KANAMYCIN 


choose from the AMICIN 
BIOCHEM antibacterial BIOGARACIN 
spectrum. 


BIOCHEM PHARMACEUTICAL INDUSTRIES 
1st Dhobi Talao, Bombay-400 002. 


————————— MAU o t t i t ts . — 9 —— 


THE ANTISEPTIC e NOVEMBER 1985 (4 





A CONVENIENT WAY TO COMPREHENSIVE 
ANALGESIA ... 


TIDIGESIC sublingual tablets 
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A study of C-reactive protein in cerebro spinal 
fluid in C.N.S. infections using a latex 


agglutination method. 


Dinesh Kumar Kaushal M.D. 


Introduction 


The discovery of ‘C’ reactive protein (CRP) half à century ago led 
to the description of the acute-phase reaction which is a fundamental 
response of body injury. An elevated serum concentration of CRP is 
unequivocal evidence of an active tissue damaging process, and CRP 
measurement thus provides a simple screening test for organic disease. 
Clinical value of serum CRP is valuable as « screening test for organic 
disease and a sensitive objective index of disease activitv and response 
to therapy. | 


DeBeer F, Kirsten GF had demonstrated the value of CRP measure- 
ment to differentiate tubercular, bacterial and viral meningitis. Corrall 
CJ et al, first demonstrated the utility of detection of CRP in C.S.F. to 
differentiate between viral and bacterial infections of C.N.S.. by using 
latex agglutination method and they found it to be 100% effective. This 

study was carried out to evaluate the diagnostic utility of latex aggluti- 
- nation slide method for detection of CRP in C.S.F. in various C.N S. 


infections. 
Material and Methods: 


Thé present study was conducted in Deptt. 
of Paediatrics, Gandhi Medical College. 
Bhopal. The work taken up in this studv 
included hundred cases-eighty cases of proved 
C.N.S. infections of infants and children, 
and twenty cases, served as controls. The 
study was carried out from Jan.’85 to Nov "85. 


The controls were taken from patients 
admitted with trivial illness having non or 
soft neurological signs. with normal C.S.F. 
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examination reports. The random selection 
of cases was done amongst the patients 
admitted with suspicion of C.N.S. infections. 
A detailed history of present illness and past 
illness with duration of complaints was taken. 
A thorough clincial examination and labora- 
tory investigations were done. 


Method of CRP detection in C.S.F. 


A qualitative. slide test utilising latex 
agglutination for the detection of CRP was 
used (as described by Corrall C J.. Pepple 
J M., et al. J Pediater 99. 1981), Ortho CRP 
Test (Ortho diagnostic systems. Division of 
Ethnor limited) was used. Fo: qualitative 
estimation following procedure was done:- 


|. Place the glass slide on a flat surface under 
a direct light source 


to 


. Place one drop of undiluted C.S.F. in the 
centre of one of the rectangular area on 
the glass slide. 
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3. Place one drop of well mixed CRP latex 
antigen next to the drop of undiluted C.S.F. 

4. Mix with a clean plastie stick until a 
uniform distribution of latex particle is 
achieved. 


5. Examine the slide under indirect illumina- 
tion with the naked eye. 


Interpretation: A positive agglutination 
consists of any visible agglutination. A positive 
result with easily seen coarse aggregates 
(++) or weak positive (+) seen as fine aggre- 
gates indicates the presence of CRP. 


Observation: Out of 100 cases, 40 cases of 
pyogenic meningitis, 30 cases of tubercular 
meningitis and 10 cases of encephalitis were 
studied. 20 cases served as controls. 


CRP in pyogenic meningitis: 


1. CRP was detectable in C.S.F of 36 (90%) 
cases of Pyogenic Meningitis. 


2. In 22 (55%) of cases it was strongly positive - 


and in 35% of cases it was weakly positive. 
3. In 4 (10%) cases of Pyogenic Meningitis 
CRP was not detectable in C.S.F. 


CRP in tubercular meningitis: 


|l. CRP was detectable in C.S.F. of 26 
(86.66%) cases of tubercular meningitis. 

2. In 7 (23.33%) cases it was strongly positive 
and in 19 (63.33%) cases it was weakly 
positive. ; 

3. In 4 (13.34%) cases CRP was not detecta- 
ble in C.S.F. 


CRP in encephalitis: 


1. CRP was detectable in C.S.F. in only 1 
(10%) cases of encephalitis. 

2. In maximum no. of cases 9 (90%) CRP 
was not detectable in C.S.F. 


Discussion: 


A number of studies have strongly suggest- 
ed that either serum/C.S.F. measurement of 
CRP could reliably discriminate between 
bacterial and non-bacterial C.N.S. infections, 


recommending their routine clinical. appli- 
cation. In present study, because CRP was not 
detectable in C.S.F. of any single patient of 
control group, the conclusion that, either 
normally CRP is not present in C.S.F. can 
be drawn. 


In present study, out of total 40 cases, CRP 
was detectable in C.S.F. of 36 cases (90%). 
This clearly indicates quite high values. of 
CRP in C.S.F. in pyogenic meningitis. Clarke 
et al (1983), Peltola H.O. (1982), Sindic 
C.J.M. (1984), and Benjamin (1984) had also 
observed quite high values of serum CRP in 
pyogenic meningitis. Because the C.S.F. - 
CRP reflects its level in serum (Benjamin, 
1984) our findings are in accordance with 
them. The reason for significantly higher 
values of CRP in pyogenic meningitis is due 
to the greater destruction caused by bacteria 
than by viruses. 


In tubercular meningitis out of 30 cases 
CRP was detectable in C.S.F. of 26 cases 
(86.6675). DeBeer F.C. (1984) had observed 
higher values of serum CRP in tubercular 
meningits, however, values were not as high 
as On pyogenic meningitis. In present study, 
strongly positive (++) CRP was detected 
in C.S.F. of all those patients who had tuber- 
cular involvement of some other system was 
also observed. 


In encephalitis CRP was not detectable 
in C.S.F. of all patients except one. In that 
case too, it was weakly positive reflecting 
low concentration of CRP. Many workers 
including Clarke D., Peltola H.O.. Sindic 
C.J.M., and DeBeer F.C. had also reported 
low values of serum CRP in comprasion to 
bacterial infections. 


. Hence, there seems to be a definite change 
in CRP level in C.S.F. in various C.N.S. 
infections, depending upon the disease aetio- 
logy. Utilizing a simple qualitative screening 
test like latex agglutination method which 
can be performed easily at bed side, a more 
or less clear prediction of disease aetiology 
can be made, however, the value of this test 
for routine clinical application needs further 
evaluatión. 
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What might be the cause of nocturnal polyuria in a man in his 50s and hou should 
ue treot it? 


Nocturio frequently occurs after drinking too much before retiring. Most people realise 
this association and modify their fluid intake accordingly. Although the patient is only 
in his 50s, left ventricular failure and prostatic obstruction should be excluded. Usually 
this is possible from the history alone, but clinical examination of the heart, lungs, and 
prostate followed by chest x ray examination, electrocardiography, and ultrasonography 
to assess the volume of residual urine will clarify the position. The nocturia of advanced 
chronic renal failure secondary to an osmotic diuresis resulting from the raised plasma 
urea concentration can easily be assessed by measuring the serum creatinine concen- 
tration. Apart from diabetes mellitus, endocrine and metabolic causes of nocturia in 
middle aged men are uncommon. 


Two drugs other than diuretics may cause nocturia: nifedipine and lithium. Nifedipine 
is a calcium channel antagonist, which relaxes arterial smooth muscle. There is a sustained 
increase in renal blood flow in some people who take this drug to control hypertension 
and nocturia results. | have found that substituting labetalol 200-400 mg. for the evening 
dose of nifedipine controls the hypertension and abolishes nocturia. One adverse 
reaction to lithium is polyuria, a consequence of renal tubular damage, secondary to 
chronically high serum lithium concentrations. This nocturia may respond to the with- 
drawal of lithium. 


(8.MJ. Vol. 296 2 April 1988) 


In the latest report from the nurses health study, a prospective investigation of 
122000 women which began in 1976, the risk of stroke was shown to be 3-7 times 
greater in those who smoked 25 cigarettes a day than in non-smokers. for subarachnoid 
haemorrhage the relative risk was 9.8. 


(B.M.J. Vol. 296, 30 April 1988) 
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When nosocomial 
infections nag 
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Risk factors for acute respiratory infections 


Sharma R.S. 


It is now being realised increasingly that 
Acute Respiratory Infections (ARI) constitute 
serious threat to child survival in developing 
world including India. Out of 1000 children 
of preschool age about 10 die of ARI in rural 
India (1). The proportional morbidity is 
about 17 per cent (1. 2). More than 5.2 million 
cases are treated annually in 14 States/U.T. 
of India (3). Community level study showed 
a magnitude of 5-7 episodes per year among 
urban and 3-5 among rural children of under 
five. ARI constitute group of diseases with 
varied aetiology. A large number of risk 
factors predispose to these illnesses, mostly 
preventable at community and individual 
levels. Children with lower respiratory in- 
fections become more susceptible to chronic 
Obstructive airway diseases as they grow-up 
to adulthood. The risk approach will permit 
the development of flexible strategy at various 
levels and can be an important tool for the 
prevention of ARI in children and chronic 
respiratory diseases of adults. For each of 
the risk factors a scoring system according 
to the magnitude of the impact on disease 
development can be worked out. Such a model 
will help to fix priorities for inputs required 
for intervention. The various risk factors can 
be grouped under nutrition, immunity and 
environmental conditions. 


Nutrition and Immunity: 


About 30 per cent of new born in India 
weigh less than 2500 gms. at birth. Such 
infants have higher mortality from pneumonia 
than those with normal weight at birth. In a 
study (4) in U.K., mortality per 1000 live 
births during infancy was 26.4 among low- 
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weight children compared to 6.8 among birth 
weight of >2500 gms., giving a Relative Risk 
of 3.9. Among malnourished children the 
Relative Risks for morbidity due to pneu- 
monia and bronchitis are 19 and 3 respectively, 
as compared to normal children (5). In 
addition to high infection rate among mal- 
nourished children, lack of cellular immunity 
increases the disease rate, secondary in- 
fections and duration of illness, all leading 
to aggravate malnutrition and so the cycle 
repeats. These risk factors are amenable to 
change and will have an impact in reducing 


ARI morbidity and mortality. The overall socio- 
economic development will have everlasting 
impact, as is evident from the mortality/morbi- 
dity differences in developed and developing 
countries. It is envisaged to control ARI in 
India through primary health care approach. 


Measles, diphtheria, pertussis and child- 
hood tuberculosis are preventable by immuni- 
zation. Pneumonia, bronchitis, acute otitis 
media etc. are common complications follow- 
ing measles and whooping cough. In a study 
of measles outbreak in Rajasthan respiratory 
complications were observed among 15 per - 
cent of measles cases (6). The complication 
was of moderate and severe type among 7.9 
per cent of the cases each. Under endemic 
situation broncho -pneumonia was observed 
among 7.9 per cent of the cases (7). In multi- 
centric study on measles vaccination in India, 
over half of the cases had some respiratory 
infection (8). Therefore, the lack of child- 
hood immunization constitute very important 
risk factor. Universal Immunization Programme 
is being accelerated in India to immunize all 
the children by 1990. The areas for research 
are the development of better pertussis 
vaccine, which is potentially more effective 
and less reactogenic than the existing vaccine, 
and also the development of vaccine for 
pnuemococcal infections or the field testing 
of new 2/3 valent vaccines. Viral vaccines 
to be considered are for Respiratory Syncitial 
viruses, para-influenza and influenza viruses. 


———— — ————M—— S aa 
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Environmental Health: 


Passive smoking has been well documented 
as risk factor for ARI. It has been found that 
the incidence of pneumonia and bronchitis 
in the first year of life is associated with 
parents smoking habits (8). The Relative 
Risk may be double, but is associated with 
number of cigarettes smoked by parents 
(either or both) and other smokers in the 
household. Exposure to smoking can be 
measured by urinary nicotine: creatine ratio. 
Maternal cigarette smoking is also associated 
with increased respiratory illness among the 
children born. It has adverse effect on the 
development of pulmonary function in children 
as is evidenced by lowering of expected annual 
increase in F.E.V.. Passive smoking also 


affects pulmonary function and may pre-: 


dispose to increased risks from environmental 
agents later in life. Parental smoking increases 
the likelihood of children becoming smokers. 
The problem of pollution in our cities has 
adverse effects leading to respiratory diseases, 
which may be the leading cause of morbidity 
among children in cities. Poor housing and 
overcrowding carry greater risks of transmit- 
ting the infections. Use of fire-wood and other 
smoke producing fuel have adverse effects. 


Others: 


The Relative Risks of ARI among >5 
years due to poor-housing conditions and 
over-crowding have been reported to be 1.36 
(p>0.0001) and 1.24 (p>0.05) respectively 
(9). The incidence of ARI is higher during 
winter months. The severity and mortality 
is high among infants than older children and 
adults. The antecedent viral infections may 
make the upper respiratory tract more 


* * * 


susceptible for invasion by bacterial patho- 
gens. Viral cold is also responsible for trans- 
mission of S. pneumoniae. This organism 
migrates from pharynx to nose in persons with 
cold and thus help in transfer of the organism 
to susceptible hosts. Other risk factors which 
are indirectly associated are breast feeding. 
lack of MCH services, other health services 
and education of mothers etc.. 
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* * * 


The frequency of thrombocytopenia after treatment with thiazides and other modern 
diuretics given orally is demonstrated by the fact that these drugs accounted for more 
than 40%, or 52 out of 126 cases, of drug-induced thrombocytopenia reported in a study 
from the Swedish Adverse Drug Reaction Committee. 


(Hawaii Medical Journal, Vol. 46, 12 December 1987) 


* * * 
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CADMACH — The one name in 
Pharmaceutical Machinery 


Cadmach, the name that spells international quality in pharmaceutical machinery 
today is a National Leader. The main thrust of the company has always 
been to provide the maximum range under one roof with uncompromising quality. 


Today, Cadmach has a varied range of sophisticated, High precision, 
| High output machinery with special emphasis on tabletting and allied equipments. 











CMB 3 
High Speed Double sided Rotary Tabletting Variable Speed Drive Double sided Rotary | 
Machine. Available in: 37 Stn., 45 Stn., 55 Stn.,  Tabletting Machine. Available in: 27 Stn., 33 
& 61 Stn. series. Stn., 35 Stn. & 45 Stn. series. 


~~ 





CMD 3 CMB 4 Square Model 
16 Stn. versatile variable speed Drive Tabletting Double sided Rotary Tabletting Machine. Ideal 
Machine. for medium batch tablet production. 


The silent partner in improving the nation’s health 
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NOW READILY AVAILABLE IN INDIA 


SANDIMMUN: (Cyclosporine Oral Solution) Mfcd by 
Sandoz/Switzerland in 50 ml bottle 
containing 100 mg. Price Rs. 3200/- 


IMURAN: (Azathiopurine) Mfcd by Burroughs 
Wellcome. Box of 50 tabs x 50 mg 
Price Rs. 200/- per 50 tabs. 


HMG MASSONInternational Accepted formula 75IU 
'FSH) + 75IU (LH) (Same formula of 
Serono pergonal) Price Rs. 160/- per 
box of 1 vial + Solvent. 


HCG 10001IU: (Human Chorionic Gonadotrophin): 
Mfcd by Spic China) Price Rs. 44/- 
per box of 3 amps + solvent. 

ADALAT: (Nifedipine) Originally Bayer W. Ger- 
many. Price Rs. 250/- per box of 90 
caps x 10 mg. 

DUPHALAC:  (Lactulose) Mfcd by Duphar/ U.K. 
Price Rs. 115/- per bottle of 300 ml. 
Price Rs. 90/- per bottle of 200 ml. 

MESTINON:  (Pyridostigmine): Mfcd by Roche- 

| Switzerland Price Rs. 29/- per bottle 
| of 20 tabs x 60 mg. 

ANTABUSE:  (Disulfiram) Mfcd by Dumex/ Bang- 
kok. Price RS. 450/- per box of 100 
tabs x 500 mg. 


M/s. BHAGAT TRADERS, 
39 5-F, Dr. Ambedkar Road, 
Matunga (€), 
BOMBAY - 400 019. 
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Silent ischemia 


Sudden cardiac death strikes both seem- 
ingly healthy individuals and those who have a 
history of angina, coronary insufficiency or 
myocardial infarction. It is a diagnostic challenge 
to identify those at risk for coronary disease 
early, when the treatment can be very effective 
and preventive. 


The normal heart extracts a high percent- 
age of oxygen in coronary artery blood, leaving 
a small reserve to meet increased demand. 
An imbalance between myocardial oxygen 
demand and supply results in ischemia. It may 
be manifested as stable exertional angina which 
Heberden attributed in 1772, to increased 
myocardial oxygen demand because of limited 
eoronary blood flow due to a fixed coronary 
obstruction. The process that leads to coro- 
nary insufficiency involves an accumulation 
of atherosclerotic plaques and sometimes, 
progressive coronary vasospasm and platelet 


aggregation. 


In spontaneous angina, also termed 
unstable angina or angina at rest, symptoms 
eorrelate poorly with increased myocardial 
demand for oxygen. In these patients, at first 
there are ST segment changes, then increased 
pulmonary artery pressure and blood pressure 
and finally, chest pain. The anginal episodes 
thus are often a relatively late manifestation 
of ischemia. Angina will occur only when 
the ischemia is present for a certain length 
of time, producing a certain degree of injury, 
the pain is transmitted by afferent pathways 
and the patient is able to perceive it. If any 
of these links is missing, the ischemia will be 
silent. Even patients with extensive myo- 
cardial ischemia may have no outward signs 
of the progress of the disease and sudden 
death may be the first manifestation. The level 
of the ischemic stimulus and changes in the 
responding pain perception pathways may be 
impottant in silent ischemia. 


Numerous studies have shown that silent 
myocardial ischemia may be far more common 


than has been expected. In one study, patients 
with effort angina were found to have asymp- 
tomatic episodes of angina (by using ambu- 
latory monitoring) more frequently than 
symptomatic ones. In another study, asympto- 
matic ischemic episodes were twice as frequent 
as symptomatic ones, in patients with exer- 
tional angina. 


Myocardial infarctions (MI) are mostly 
transmural or non-transmural. Transmural 
MI’s are marked by ST segment elevation, 
Q wave evolution and increasing levels of 
plasma enzymes (SGPT, CPK-MB). They 
are due usually to an occlusive coronary 
thrombus. Nontransmural acute MPs are 
associated with chest pain, ST-segment 
depression and plasma enzyme changes. 
Relatively small changes in the oxygen-supply/ 
demand ratio may result in frequent episodes 
of prolonged myocardial ischemia, subendo- 
cardial necrosis and thus non-transmural MI. 


No age group is immune to silent myo- 


cardial ischemia. A combination of history, 
stress testing and ambulatory monitoring 
will detect the high risk patients. The two 
distinct groups, namely, those with no prior 
signs of myocardial disease and those who 
have had a cardiac episode require separate 
approaches to the problem. 


Patients with no history of cardiac disease 
who are at risk of silent ischemia can be identi- 
fied by high triglycerides with hyperglycemia 
or impaired G.T.T. Those with high chole- 
sterol, low HDL/LDL ratios are also at incre- 
ased risk. A family history of early cardiac 
deaths is a warning sign. Chronic heavy 
smokers (> 20 cigarettes per day), those with 
stressful jobs and those with family history 
of diabetes are at increased risk. Some include 
a family history of hypertension as a risk factor. 


Patients with any of the above risk factors 
should have stress ECG’s and 24 hour 
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ambulatory monitoring. Stress ECG’s are 
more helpful than resting ECG’s. The useful 
sign pointing to silent ischemia during exercise 
testing are: ST segment changes of 1 mm 
Or more, particularly ST depression (which 
occurs in more than 90% of patients who have 
silent ischemia), horizontal or down-sloping 
ST changes and unexplained ventricular 
ectopy. Frequently, patients with marked 
ST changes will have no outward sign - no 
chest pain. | 


When both the exercise stress test and 
Holter monitoring show silent ST depression, 
patients invariably have significant obstructive 
coronary artery disease. When the two tests 
disagree, with stress test being positive while 
ambulatory monitoring shows no ST changes, 
the stress test finding is frequently (but not 
always) false-positive. A recent study shows 
that, patients who had a delayed pain reaction 
after the onset of ST depression during stress 
testing, had a higher ratio of asymptomatic 
to symptomatic attacks during Holter. Stress 
tests are also useful to detect residual ischemia 


after complete infarction and recovery. 
Patients with abnormal responses to low level 
exercise have a poor one-year prognosis. 


Coronary arteriography is useful (1) when 
there are marked ST depressions during 24 
hour monitoring, which suggests nontrans- 
mural infarction with incomplete necrosis (ii) 
when there are ventricular arrhythmias asso- 
ciated with silent ischemia and (ili) when 
PVC’s occur during ambulatory monitoring. 
Where feasible, thallium scanning is some- 
times employed. 


In conclusion, treatment for silent myo- 
cardial ischemia, if identified early with stress 
ECG’s and Holter monitoring, can be very 
effective and the success of treatment can 
be quantified objectively. A suspicion of 
ischemia should no longer be settled only on 
the question “Do you have any chest pain?”, 
even though angina itself is a diagnosis of 
clinical history. 


(Dr. N. Hariharasubramanian, M.D., Ph.D.,) 


* * * 


During 1977 Brink and Torrington described the existence of a new autosomal 
dominant inherited familial heart disease (progressive familial heart block (PFHB), type I), 
which primarily affects the conduction tissue of the heart. The progressive nature of 
the disease was deduced from the history obtained from the family - a high percentage 
of their members died of “heart problems (22 members in generations 3,4 and 5), with 
peak periods during the first year of life, puberty and during the fourth decade. 


The €CG features of type | PFHB described by Brink and Torrington and Van der 
Merwe et ol. were sinus bradycardia (SB), right bundle branch block (RBBB), left anterior 
hemiblock (LAHB), left posterior hemiblock (LPHB), complete heart block (CHB) with narrow 
or broad complexes. Sinus bradycardia, a feature of type Il PFHB, appears to be just 


as common in type |. 


(SANJ Vol. 73, 5 March 1988) 


PROMETHAZINE HCL 
— Fosters cough free night 
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POTASSIUM GUAIACOL 
SULPHONATE 
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— Facilitates expectoration 
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— Relieves irritation of the throat 
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CHEAPEST IN INDIA 


M.M.R. VACCINE 
YOGOSLAVIAN 


- Rs. 28/00 SINGLE DOSE MMR 
Rs. 34/00 DOUBLE DOSE MMR 


MENINGOCOCCAL VACCINE 
YUGOSLAVIAN 


Rs. 18/= SINGLE DOSE MENINGOCOCCAL 
. Rs. 27/= DOUBLE DOSE MENINGCOCCAL 


M/s. CHANDRA BHAGAT CHEMICALS 
323-F, Dr. Ambedkar Road, Matunga (€), 
BOMBAY - 400 019 
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Dr. M. Ravindra Hegde 
P.O. Perdur 

D.K. 

Pin: 576 124. 


Q: 


A: 


What is the relation between aging and 
sexual libido in the male. | 


Unlike in tne female there is no clear cut 
cessation of reproductive functions in the 
male at any age. The hormonogenic and 
spermatogenic functions decline conse- 
quent to general ageing processes, vascu- 
lar occlusions etc. In maintaining sexual 
vigour androgens have a permissive role. 
More frequently neurological and vascular 
lesions limit the copulatory efficiency of 
the male. If a.man is free from hormonal, 
vascular and neurological disease he may 
remain sexually active at any age. 


* * * 


Q: What are the causes for impotence and 


A: 


its treatment? 


The commonest cause of impotence is 
psychogenic. These subjects need evalu- 
ation as to the presence of specific anxieties 
and guilt feelings etc. When these are 
discovered, psychotherapy, tranquillizers 
and antidepressants are useful. 


The second common cause of impo- 
tence is systemic illness, like diabetes, 
chronic infection etc., which produce 
a general feeling of not well and conse- 
quently poor sexual appetite and per- 
formance. They improve with treatment 
of the primary condition. 


Neurogenic and vascular causes for 
impotence are seen with many diséase 
conditions which affect the CNS and vascu- 
lar system like diabetes; they are often 
irreversible and need extensive specialist 
investigations and therapeutic measures. 


* * * 
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Q: A 65 year old man has diabetes for 


over 25 years, well controlled. Will he be 
able to maintain the sexual vigour? 


: There is no reason why a diabetic with no 


complications at the age of 65 years should 
not be sexually active. However it is highly 
unlikely that somebody with diabetes of 
25 years be free of complications. His 
sexual vigour could be adversely affected 
by poorly controlled metabolic state, 
vascular lesions or neuropathy. The first 
two are treatable whereas the third is not, 
except with prosthesis. 


* * * 


: Please let me know the role of hormones, 


approdisiacs and psychological treatment 
for various degrees of diminished sexual 


power. 


: Hormones are indicated in sexual inade- 


quacy.only when there is demonstrated 
hormonal deficiency. Aphrodisiacs act 
in two ways. Some increase the sensitivity 
of the genital region and others produce 
a generalised vasodilatation including 
the genital region. They are comparatively 
safe and may work even in normal subjects. 
Psychological treatment is likely to be 
beneficial to most functionally impotent 
subjects. 


(Dr. K. Kanman) 


* * * 


Dr. J.P. Gupta 
MO, PHC Pachperwa Gouda 
J.P. 


Q: A 32 year male has secondary sterility 


due to azoospermia. He has been treated 
with Clomiphene, thyroid and Vitamin E. 
He shows improvement in semen analysis 
while on treatment but decline is noted 
soon after cessation of treatment. What 
is the cause of his azoospermia? 
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A: 


Your subject is likely to be suffering from 
the commonest cause of oligospermic male 
infertility, namely auto immune testicular 
atrophy. Hormonal evaluations like measur- 
ing the serum levels of LH, FSH and Testo- 
sterone will help us to ascertain the degree 
of testicular damage present and plan 
therapy accordingly. 


{Dr. K. Kannan) 


* * * 


Dr. H.K. Tanna 
Harij (N.G) 384 240. 
Dist. Mehsana. 


Q: 


> 


A patient, aged 20 years has bilateral 
gynecomastia. I want to give him Orabolin 
(Organon) tab, for anabolic effect to incre- 
ase weight and appetite. Can Orabolin 
affect gynecomastia? What is the latest 
treatment for gynecomastia? 


: Orabolin is an androgen derivative and 


has anabolic and androgenic effects as long 
as it is given. Prolonged use of any anabolic 
oral agent has a very small risk of asso- 
ciation with hepatocellular tumours. It is 
not reported to increase gynaecomastia. 
Gynaecomastia is not a disease by itself. 
Majority of subjects develop it during 
puberty and at old age. These are usually 
insignificant and self limited and need no 
treatment. If pubertal gynaecomastia is 
large and disturbing a short course of non 
aromatisable androgens like mesterolone 
may be tried. Else, surgery is indicated. 
When gynaecomastia is a sign of hypo- 
gonadism or drug effect the primary cause 
needs evaluation. 


(Dr. K. Kannan) 


* * * 


Dr. P.P. Tarani 
166, M.G. Road, 
Dewas. 
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Q: My nephéw has scanty beard and thin 
hair on face especially on cheek, but has 
thick hair on chin and above the upper 
lip. (Delayed puberty type) 


When he was 17, he had left sided 
hydrocele for which he was operated. His 
erection, ejaculation and semen analysis 
and sexual desire are normal. Secondary 
sex characters are also normal except 
scanty and sparse beard. What is the 
suiiable management? | 


A: The very fact that your nephew has all 
other sexual characters developed normally 
except sparse hair on the beard area and 
cheek proves that it is only-a normal vari- 
ation. Ethnic and individual variatiens.... 
in sex hair is very well known. On the one 
hand we have the sparsely bearded Mongo- 
lian race and on the other extreme are the 
African races with bushy hair growth. It 
is not advisable to use any hormonal 
preparations to improve sex hair growth 
in the absence of hypogonadism. This will 
feed back negatively on the hypothalamo 
pituitary gonadal axis and decrease sper- 
matogenesis. It is not documented that 
either a simple hydrocéle or occasional 
masturbation could affect the sexual 
functions in any way. A more practical 
suggestion should be to shave off the hair 
where it is sparse and highlight areas where 
it is normally grown. 


(Dr. K. Kannan). 


* * * 


Dr. G.P. Patidar 
Nisarpur 

Dist. Dhar 

M.P. 


Q: What are the causes of complete dis- 
appearance of sperms and small quantity 
(about 0.5 to 1.5 ml.) of semen in a healthy 
man of 25, otherwise sexually potent and 
having normal genitalia without previous 


zea 
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history of any disease of genito-urinary 
tract. 


A: Complete disappearance of sperms or 
azoospermia may indicate two conditions. 
Testis would have been damaged exten- 
sively by common infective processes 

like syphilis, Hansen, tuberculosis etc and 
may not produce any sperms at all. Auto 
immune testicular damage is also respon- 
sible for severe azoospermia on many 
occasions. Testicular dysgenesis is a con- 
genital cause for the same. 


The second reason could be obstruction 
to the path of sperm transport, again 
commonly due to mild infections like 
gonorrhea, chlamydia etc. At times there 
is congenital absence of vas or gross mal 
formations and obstruction. 


The semen volume is mainly contri- 
buted by the accessory glands like the 
prostate and seminal vesicles. If there is 
a reduction in semen volume even on in 
frequent ejaculations, atrophy or disease 
of these glands should be thought of. 
Atrophy could again be due to hypogona- 
dism prepubertal or adult onset. Venereal 
and tuberculous infections also affect 


these accessory glands. (Dr, K, Kannan) 


* * * 


Dr. Fasih Zahieb 
P.O. Uldan 

Via: Kharkhauda 
Dt. Meerut, U.P. 


Q: A young woman, in her menstrual period 
was given inj. Aquaviron -B12 (Testo- 
sterone + Vit B 12) in intermuscular by 
mistake. What are the complications and 
the necessary treatment? 


A: Inj. Aquaviron-B12 contains water soluble 
short acting esters of testosterone and 
Vitamin B12. Even a short exposure to 
potent androgens like testosterone if 
unwarranted, can stimulate male type 
sexual hair growth. This may persist for a 








few months. As such, this case needs no 
treatment as it is self limited. 


(Dr. K. Kannan) 
* * * 


This is to inform you about the releasing 
of “CASSETTE-CLINICS”, a set of cassettes 
produced for the benefit of doctors to help 
them in their day to day examination of pati- 
ents and get at the correct diagnosis. The 
cassette is a live discussion in question-answer 
style that stresses on how to examine a patient 
and make a diagnosis. For the first time in 
India, recordings of heart sounds ie. sound 
heard through a stethoscope, are available. 
This set of cassettes will be available by post 
against a M.O./Draft of Rs. 75/- only from 
Dr. Ghanashyam M. Vaidya, Karnatak Health 
Institute, Ghataprabha, Dist. Belgaum, 
Pin: 591 310. I sincerely request your good- 
selves to give adequate coverage for this infor- 
mation in your paper, which has a large cir- 
culation and appreciation amongst the doctors. . 


Thanking you in anticipation, 


Yours Sincerely, 
Sd/- 


Dr. Ghanashyam M. Vaidya, 
Surgeon, 

Karnatak Health Institute, 
Ghataprabha - 591 310. 


* * * 
Letter to the Editor | 


Dear Sir, 


The Editorial on ‘Autoimmune Disease III, 
Type I Diabetes Mellitus’ in “The Antiseptic,” 
1988, Vol. 85, NO. 8, P.468, touches only 
superficial facts regarding Insulin Depeadent 
Diabetes Mellitus (IDDM). The following 
are the clarifications: 


The statement that “the diabetogenic 
genes of man are contained within the MHC 
of chromosome 6" is too general. It has been 
shown till recently that HLA DR3 and DR4 
increases the susceptibility to IDDM. A recent 
paper in Nature! by a group from Stanford 
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University has shown that it is the HLA DQ 
that is responsible, which is in close linkage 
disequilibrium with the HLA DR. Further- 
more, they have shown that, in the DQ beta 
gene at position 57 if the aminoacid aspartic 
acid is present in both haplotypes they are 
resistant to the development of IDDM, but 
if some other aminoacid is present eg., valine 
or leucine, in the place of aspartic acid, sus- 
ceptibility to IDDM develops greatly. 


The second fact that needs mentioning 
is that, it has not been shown conclusively 
whether the Islet. Cell Antibody (ICA) and 
Islet Cell Surface Antibody (ICSA) are the 
result of or cause of beta cell destruction. 
Viruses have been implicated in the etiology 
but none of the viruses have been proven as 
the etiologic agent. The hypothesis is that a 
„virus infection of a beta cell, initiates produc- 
tion of gamma interferon which promoted 
expression of MHC class I moleucles which 
are recognised by cytotoxic T cells, that leads 
to the death of the beta cell. If this is true, the 
presence of ICA is secondary to the destruc- 
tion of beta cell. On the other hand, a recent 
work on transgenic mice has shown that no 
inflammatory cellular infiltrate is seen in the 
beta cell when it dies, disproving the previous 
hypothesis. 


The statement that sensitive assays to 
detect anti-islet cell cytoplasmic antibodies 
even before the development of frank diabetes 
is misleading. ICA are not predictive of IDDM. 
In fact, ICA are not beta cell specific. They 
react with all the cells of the Islet of Langer- 
hans. The presence of Compliment fixing 
ICA has the predictive value and they have 
been identified to be beta cell specific. 


References: 


1. Todd JA, Bell JI and McDevitt HO, HLA DQ beta gene 
contributes to susceptibility and resistance to insulin- 
dependent diabetes mellitus, Nature, 1987, 329, 599 - 604. 


2. Allison J, Campbell IL, Morahan G et al, Diabetes in 
transgenic mice resulting from over expression of class I 
histocompatibility molecules in pancreatic beta cells, 
Nature, 1988, 333, 529 - 533. 


Dr. C.B. Sanjeevi 
Department of Immunology, 
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Royal Postgraduate Medical School, 
Hammersmith Hospital, 
London. 


Dr. V. Seshiah 

Professor of Diabetology, 
Department of Diabetology, 
Madras Medical College, 
Government General Hospital, 
Madras. | 


REPLY 


We appreciate and thank Dr. Seshiah and 
Dr. Sanjeevi for their comments, published 
above. We do look forward to such feedback 
from experts in the field. The general, brief 
nature of the one-page editorials in "The 
Antiseptic" are an attempt at striking a balance 
between giving factual information in as simple 
language as possible and not compromising the 
accuracy thereof. As such, elaborations on the 
brief facts mentioned, from the readers are 
most welcome, as they reflect the positive 
appeal the articles make on the heterogenous 
readership of the journal. Regarding the anti - 
islet cell antibodies, though these are not 
“specific” for the beta cells, reports clearly 
indicate that in many Type I diabetics, the 
anti - islet cell antibodies precede overt 
diabetes'?; strongly positive anti-islet cell 
antibodies reacting with the cytoplasm of 
unfixed sections of normal human pancreas 
are reported in about 2% of non-diabetic 
first-degree relatives of Type I diabetics. In 
a prospective study 7 islet cell antibodies 
positive relatives became overtly diabetic 
in a three year follow-up and in another study 
over a ten year period, all but one of the 
islet-cell antibody positive relatives became 
overtly diabetic’. Islet cell antibodies have 
also been shown to disappear several yeats 
after the onset-of diabetes, as do circulating 
activated T-cells. Of course, measurement 
of compliment fixing islet cell antibodies would 
increase the specificity of the test. 


References: 
1. Gorusch A.N. et al (1981) Lancet ii, 1363. 
2. Invine W.J. et al (1980) in: Immunology of Diabetes, 
Teviot Scientific, Edinburgh P. 117. 
i. Sri Kanta S. et al (1984) Diabetologia 27, 146. 
(Dr. N. Hariharasubramanian M.D., Ph.D.,) 
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| Occassional Review 


Snoring 


Excerpts from Literature: 


Snoring, a symptom of partial upper-airway 
obstruction during sleep, ranges in severity 
from the occasional occurrence related to a 
transient problem (eg. viral upper-respiratory 
infection or allergic rhinitis) to the every- 
night event. It may be nearly inaudible or it 
may approximate the sound of a vacuum 
cleaner. The intermittent aspect and the 
fluctuating intensity of the noise account for its 
socially disruptive effect--most people find it 
possible to tolerate high levels of steady noise, 
but intermittent noise is usually disturbing. 


The pharyngeal airway is constituted of and 
supported by soft tissue only. Its patency is 
maintained by the dilating action of the pharyn- 
geal musculature and by the genioglossus 
muscle, which displaces the tongue anteriorly. 


During sleep the dilator effect of the pharyn- 
geal musculature and the protrusive effect 
on the tongue of the genioglossus muscle are 
lost, as muscular relaxation and hypotonicity 
supervene. When the sleeper is in the supine 
position, gravity also acts to displace the 
tongue posteriorly. Further, it appears that in 
some people the pharynx is inherently more 
compliant, predisposing them to pharyngeal 
collapse when they are exposed to negative 
inspiratory pharyngeal pressure. Sleep, then, 
may result in collapse of the pharyngeal air- 
way, with accompanying vibration of the 
pharyngeal walls during inspiration--that 
is, snoring. 


The collapse may be partial and mild, 
resulting in only a modest noise production and 
no respiratory abnormality; it may be more 
pronounced, leading to airway obstruction 
of variable degree and to significant systemic 
effects; or the collapse may be complete, with 
severe snoring punctuated by obstructive 
apneic spells. Alcohol has been demonstrated 
to increase the hypotonicity of the pharyngeal 


musculature during sleep. This explains the 
common observation of louder-than-usual 
snoring Or an increase in obstructive sleep 
apnea after alcohol intake. 


Snoring in infants and children usually 
results from adenoidal and/or tonsillar hyper- 
trophy, but may also be caused by micro- 
gnathia, lingual  tonsillar hypertrophy, 
choanal atresia, or any other pathologic pro- 
cess that obstructs the nose, pharynx, or supra- 
glottic larynx. Children who snored heavily, 
but who did not have obstructive sleep apnea 
or oxygen desaturation, showed either marked 
improvement or complete resolution of other 
problems following tonsillectomy and/or 
adenoidectomy that relieved the snoring. 
Their problems included excessive daytime 
somnolence, hyperactivity, aggressive or 
rebellious behaviour, pathologic shyness or 
withdrawal, learning problems, clumsiness or 
lack of coordination, poor appetite or prob- 
lems with food intake, morning headaches, 
frequent nausea, and upper respiratory 
infections. 


In adults, snoring is predominantly a male 
characteristic, although its occurrence incre- 
ases with age in both sexes. The relationship 
among snoring, obstructive sleep apnea, and 
obesity is complex. It was previously thought 
that obesity causes snoring and obstructiye 
sleep apnea; however, it has been found that 
these disorders may occur in nonobese and 
even in thin individuals. It is a common obser- 
vation that weight gain precipitates either 
snoring or obstructive sleep apnea, but it is 
less clear that weight loss will cure the problem. 


Snoring in adults may be caused by either 
nasal, pharyngeal, or supraglottic laryngeal 
abnormalities, including allergic rhinitis, nasal 
polyps, nasal septal deformity, adenoidal and/ 
or tonsillar hypertrophy, redundant pharyn- 
geal mucosa, and laryngeal cysts. Snoring has 
been linked as a risk factor to hypertension, 
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angina pectoris, and heart disease, and studies 
have demonstrated marked increases in the 
frequency of these disorders in the habitually 
snoring population. 


Apnea, is defined as a cessation of air flow 
at the nose and mouth for ten seconds. Apnea 
is further classified as central or obstructive. 
Central apnea, which is uncommon, may result 
from a failure of brain-stem centers to initiate 
respiration and is characterized by an apneic 
spell without chest or abdominal motion. 
Obstructive apnea, in contrast, results from 
nasal or pharyngeal obstruction and is chara- 
cterized by simultaneous chest or abdominal 
respiratory motion. The apnea index--the 
number of apneic spells per hour of sleep-- 
is a clinically useful measurement. For 
example, 25 ten-second apneic speels in a 
60-minutes period would yield an apnea index 
of 25. 


Patients with apnea indices under ten are 
usually considered normal. Indices of ten to 
30 indicate modest obstructive sleep apnea, 
while scores above 30 indicate moderate to 
severe obstructive sleep apnea. A haemoglobin 
oxygen saturation of 90% to 100% is normal, 
whereas a value in the 80% to 90% range indi- 
cates significant respiratory dysfunction. 
Desaturation to under 80% is reason for sig- 
nificant respiratory dysfunction. Desaturation 
to under 80% is reason for significant conern, 
especially since snoring patients who have 
obstructive sleep apnea may demonstrate 
dramatically precipitous decreases in haemo- 
globin oxygen saturation in very brief periods 
of time. It is not uncommon for these patients 
to undergo a decrease in saturation from 80% 
to 30% or 40% within one or two modestly 
long apneic spells. 


The treatment of snoring has a long and 
colorful history, certainly antedating recent 
medical and scientific interest. The US Patent 
Office lists over 300 devices as cures for snor- 
ing, many of which are designed to promote 


positions that favor airway patency. Devices 
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that prevent supine sleep by noxiously stimulat- 
ing the back (such as a tennis ball sewn into the 
back of a pajama top) and various collars that 
limit forward flexion of the neck are examples. 


Surgical treatment of conditions that result 
in snoring may involve any part of the airway 
from the nasal tip to the surpraglottic larynx- 
Nasal septoplasty or septorhinoplasty, turbino 
plasty, polypectomy, or nasopharyngeal 
surgery to relieve obstruction resulting from 
choanal atresia or adenoid tissue and pharyngeal 
surgery to remove enlarged faucial or lingual 
tonsils. Recently it has been demonstrated 
that many adults snore because of excessive 
pharyngeal tissue, a condition that is nearly 
always dramatically improved by uvulopalato- 
pharyngoplasty. Improvement in snoring with 
this operation, which removes the trailing edge 
of the soft palate and lateral pharyngeal wall 
mucosa and tonsils (if present) approaches 
100% Medical treatment of nasal obstructive 
conditions may involve withdrawal of irritants 
(eg. stopping smoking), avoidance of aller- 
gens, and the use of topical or systemic de- 
congestants, topical or systemic steroids, and 
cromolyn sodium. Continuous positive nasal 
airway pressure will eliminate snoring and 
obstructive sleep apnea. This is principally 
used for the treatment of obstructive sleep 
apnea but, depending upon circumstances, 
it might afford relief of snoring in selected 
severe cases. 


Snoring extends in a continuum from a 
benign, intermittent nuisance with no systemic 
effects, to obstructive sleep apnea with life- 
threatening implications. Snoring is a malady 
that afflicts a large percentage of the popu- 
lation, carries a significant morbidity and a 
possible mortality, and is treatable both medi- 
cally and surgically. It surely deserves a 
sympathetic reception as well as a more exten- 
sive evaluation and treatment than it got in the 
days when it was only a joke. 


(Primary ENT Vol. 1) 
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AIDS - Therapeutics in HIV Disease 


Michael Youle 
Janet Clarbour 
Paul Wade 
Charles Farthing 


Year - 1988 


Publisher: Churchill Livingstone, 
London. 


B.I. Publications Pvt. Ltd., 
Promotion Department, 

61-63 Lakshmi Building, 4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


Price: £7.95 


Ever since the first report in 1981, AIDS 
has taken the medical world by storm; it has 
aroused greater stigmata, skepticism and 
caution in the midst of uncertainties of the 
course and cure of the illness, than any single 
disease in modern history. Yet, the grim 
reality is that AIDS patients continue to be 
detected in increasing numbers and the multi- 
system manifestations have to be managed 
with all available resources. In this context, 
the book under review is an elegant paper- 
back, presenting in simple direct langauge 
with adequate and up to date references, 
the therapeutics of the diverse manifestations 
of AIDS, systemwise. This is preceded by a 
chapter on the history and detection of 
AIDS and followed by information sheets 
on all the drugs used in AIDS management. 
The presentation is lucid, facts aplenty and 
the beehive design on cover is quite apt 
indeed! 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 


Davidson’s Principles and Practice of Medicine 


John Macleod 
Christopher Edwards 
Ian Bouchier 


Edition/Year : Fifteenth Edition/1987 


Publisher: Churchill Livingstone, 
London. 


B.I. Publications Pvt. Ltd., 

61-63 Lakshmi Building, 4th Floor, 
Sir Phirozshah Mehta Road, 
Bombay - 400 001. 


Price: £ 6.00 

The fifteenth edition of Davidson's 
Principles and Practice of Medicine marks 
35 years of publication of this text-book. It 
retains its eminent usefulness both to the 
medical students aiming to grasp the essentials 
and to the practitioners to keep their feet 
firm on the fundamentals of principles and 
practice. On the same shelf as Harrison’s, 
Cecil-Loeb's or Oxford, Davidson's makes 
the student at ease about jumping into the 
ocean and thus encouraged, he would find 
the bigger books less awesome. At the same 
time however, in its compactness, Davidson's 
does not leave any scope for ambiguities and 
is complete by itself. Tropical diseases from 
part of the contents. Chapters on immunology 
have been updated. AIDS has been toplisted 
in the chapter on infectious diseases, though 
more briefly than would be expected. A use- 
ful description of specific poisons and their 
treatment has been needlessly printed in 
small type face; a couple of additional pages 
in the regular print would make a lot of 
difference in the utility of the chapter. 


The recent edition will have the same 
significant impact on medical students, as 
all the previous editions have done. The 
low price of the ELBS edition is an addi- 
tional welcome aspect. 


(Dr. N. Hariharasubramanian M.D., Ph.D.) 
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| Gleanings | 


HELLP Svndrome 


The HELLP syndrome, is characterised 
by haemolysis, elevated liver enzymes and low 
platelets in women with severe gestational 
proteinuric hypertension (GPH) or eclampsia. 
The syndrome is probabaly part of the spect- 
rum of the disease process or processes of 
GPH and eclampsia. 


GPH is a disease affecting multiple systems 
in a variable sequence. Early platelet con- 
sumption, a recognised feature of GPH, is 
probably caused by sequestration of plate- 
lets in the microcireulation of oragans such as 
the placenta, kidney and liver. The initial 
event involves interaction between platelets 
and sites of endothelial injury caused by 
severe vasospasm. In this way, platelets serve 
to maintain endothelial integrity without 
activation of the entire coagulation mecha- 
nism. The diagnosis is made when polychro- 
masia, burr cells and schistocytes are seen 
in a peripheral smear in association with 
reticulocytosis, elevated indirect bilirubin 
levels, plasma haemoglobin and lactate de- 
hydrogenase (LDH), low levels of hapto- 
globin and haemopexin, and in severe cases, 
gross haemoglobinaemia and haemoglobin- 
uria. It is probably caused by mechanical 
trauma to red blood cells at sites of vascular 
endothelial damage. 


There is little change in hepatic function 
in normal pregnancy , apart from a rise of 
up to double the non-pregnant values in serum 
alkaline phosphatase. Liver damage is well 
documented in cases of GPH. 


Epigastric pain has been a consistent 
finding and is often accompanied by nausea, 
vomiting, epigastric and right upper quadrant 
tenderness. Unfortunately, it is not always 
associated with severe hypertension and tends 
to be treated symptomatically, often result- 
ing in inappropriate management. It can, 
indeed, be caused by a number of conditions, 
some of them more common in pregnancy, 
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such as reflux oesophagitis and hiatus hernia. 
Any epigastric pain in association with even 
mild hypertension should alert the obster- 
trician to the possibility of the HELLP 
syndrome. 


Clinical and laboratory abnormalities 
in hypertensive mothers and their infants 
correlate well, and it seems likely that some 
abnormalities in the infant reflect the patho- 
physiology of the disease process in the 
mother. 


The principles of management include: 
(i) supportive measures for the organs 
involved: (ii) decision regarding the time 
and mode of delivery; and (iii) considerations 
regarding the risks to the fetus. 


Supportive therapy includes routine 
management of patients with sever GPH. 
Considering that cérebral haemorrhage is 
the leading cause of death from GPH, and 
that hepatic haemorrhage can also be a fatal 
complication, the management of severe 
thrombocytopenia deserves specific mention. 


Schwartz and Brenner recommend 
platelet transfusion in the following situations: 
(i) if a caesarean section is contemplated, 
to raise the platelet count to > 56 x 10/l 
before surgery; (ii) if no operation is planned, 
to keep the platelet count > 20 x 10/1; and 
(iii) if the platelet count is between 20 x 10/1 
and 50 x 10/l, but is decreasing rapidly. They 
recommend transfusing 10 U platelets, with 
each unit theoretically raising the platelet 
count 10 x 10/1, although this is not always 
the case in GPH because of increased platelet 
consumption. 


HELLP syndrome is an indication for 
immediate delivery since the development 
of significant thrombocytopenia, intravascular 
haemolysis and elevated liver enzymes heralds 
a serious and usually rapidly progressive 
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disease. Since the mother's life is at serious 
risk there is little justification for delaying 
delivery to await fetal maturity. Even the 
administration of steroids implies a delay 
of 48 hours with an unacceptable risk in most 
cases. Apart from the low platelet count and 
haemolysis, in most cases reported there has 
been co-existent heavy proteinuria and a 
raised uric acid level, making the disease 
severe enough to warrant immediate delivery. 


Induction of labour and vaginal delivery 
seems a more reasonable mode of delivery 
in a patient at major risk of complications from 
surgery and general anaesthesia. However, 
the fetus may be at risk for intracerebral 
haemorrhage if its platelet count is low, and 
hence a traumatic delivery should be avoided. 


(SAMJ Vol. 73 7 May 1988) 
* w * 


Procaine-induced Seizures After Intramus- 
cular Procaine Penicillin G 


A 22-year-old white male was given 4.8 
million units of procaine penicillin intramus- 
cularly for treatment of urethral gonorrhea. 
Within several minutes, the patient was noted 
to be unresponsive, but eyes remained open. 
A generalized tonic seizure followed, along 
with a postictal state. The patient had no 
previous problems with intramuscular 
penicillin or local anesthetics. There was no 
previous nistory ot seizures. Penicillin skin 
tests were negative by both prick and intra- 
dermal methods, with major and minor deter- 
minants. 


A 25-year-old male was given 4.8 million 
units of procaine penicillin intramuscularly 
for treatment of urethral gonorrhea. Within 
approximately three minutes, he developed 
a tonic-clonic seizure, which was followed by 
a postictal state. There was no skin rash or 
shortness of breath. There was no previous 
history of seizures. Penicillin skin testing with 
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a standard protocol of major and minor deter- 
minant mix was negative. 


Procaine (Novocaine) reactions may initi- 
ally present with an excited agitated appear- 
ance which can include major motor seizures 
with tonic and clonic activity, violent thrashing, 
combativeness, and abusive language. Hallu- 
cinations of visual, auditory, or gustatory nature 
are reported. Auditory hallucinations have been 
reported as "loud echoes", "stringed instru- 
ments", and "bells". Some people are able to 
obey verbal commands. A fear of "imminent 
death" describes the anxiety level. The above 
are similar to the symptoms of systemic toxic 
reactions to local anesthetics. 


Onset is usually within seconds to minutes 
of injection, with violent behaviour lasting 2 
to 10 minutes, Vital signs indicate a hyper- 
dynamic state with elevated systolic blood 
pressure and tachycardia. This hyperdynamic 
state assists in differentiating a procaine reaction 
from a hypotensive anaphylactic reaction. No 
bronchospasm has been noted with procaine 
reactions. Serious long-term effects are minimal, 
although depression, megalomania, and motor 
agitation are reported. 


A mechanism of procaine activating the 
limbic and temporal lobes of the central nervous 
system may be the etiology of the seizure 


activity and hallucinations. This may involve 
actual depression of inhibitory neurons, which 
results in cortical stimulation. 


With each injection of 4.8 million units of 
procaine penicillin G, 120 mg. of free procaine 
are immediately available, as 6 percent of 
procaine is unconjugated. A small amount of 
procaine can inadvertently be injected intra- 
venously and cause immediate reactions in 
susceptibie individuals. [In these two cases, a 
rapid absorption of free procaine could have 
occurred from a defective lot of penicillin. 


Most procaine réactions are short-lived, 
requiring only supportive therapy. If prolonged 
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psychotic or seizure activity persists, intra- 
venous diazepam can be used. Tachycardia, 
systolic hypertension, and seizure activity 


- With a lack of bronchospam or rash can assist 


to differentiate a procaine reaction from an 
allergic anaphylactic response. Procaine 
and penicillin skin testing for confirmation 
should also be done. If skin tests and clinical 
presentation are suggestive of a procaine 
reaction, other local anesthetics such as 
lidocaine (xylocaine) or mepivacaine (carbo- 
caine) could be used. These are not related 
to the benzoic acid ester family of anesthetics 
which includes procaine and cocaine. 


Because it may be difficult to differentiate 
the two reactions acutely, one must be pre- 
pared for major life support in the event that 
the reaction is anaphylactic in nature and not 
a short-lived response to procaine. Later, 
the diagnosis of a procaine reaction rather 
than a true penicillin allergy allows further 
utilization of a very important class of anti- 
biotics. 


(Military Medicine, Vol. 153 April 1988) 


* * * 


Smoking and Lung Cancer 


Smoking had spread throughout the world 
by the 16th century, but it was only in the 
20th century that a causal association between 
smoking and lung cancer was revealed. 
Miller, who found an increase in lung cancer 
among all autopsies conducted in Koln from 
1918 to 1937 noted that this increase in lung 
cancer was restricted to males and suspected 
that smoking might be a causal factor, Miller 
compared the smoking habits of autopsied 
lung cancer cases and healthy controls and 
found that non-smokers were more frequently 
observed among healthy controls while heavy 
smokers were more frequently observed 
among lung cancer cases. Miller reported 
these results in 1939, and pointed out that 
non-smoking was important in the prevention 
of lung cancer. 


Following Miller's report, a number of 
epidemiological studies were conducted on 
the relationship between smoking, especially 
cigarette smoking, and lung cancer. In 1950, 
five research groups-Wynder, Doll, Leivin, 
Schreck, and Mills and Porter-reported results 
of case-control studies on the relationship 
between cigarette smoking and lung cancer. 
Since then a number of case-control studies 
on smoking and lung cancer have been con- 
ducted and several large-scale cohort studies 
have also been conducted to confirm the 
causal relation between smoking and lung 
cancer. 


The following relationships were observed 
between smoking and lung cancer: a clear 
dose-response relationship was observed 
between the number of cigarettes smoked 
per day (or the total number of cigarettes 
smoked in a lifetime) and lung cancer morta- 
lity. Smokers who did not inhale smoke 
showed a lower risk of lung cancer mortality 
compared with those who inhaled. Similarly, 


‘smokers who smoked filter-tipped cigarettes 


vs those who smoked non-filter cigarettes 
and smokers who smoked low-tar and low 
nicotine cigarettes vs those who smoked high - 
tar high nicotine cigarettes showed a lower 
risk of lung cancer mortality. It was observed 
in many studies that the younger the age at 
which smoking was started, the higher the 
risk of lung cancer. 


Many reports on past smokers have studied 
the relationship between the risk of lung cancer 
and the duration of abstinence from smoking. 
The following conclusions were obtained in 
every study: past smokers showed a lower risk 
cancer compared with persistent smokers; 
the risk of lung cancer mortality decreased 
with the duration of abstinence from smoking 
and approached the risk in non-smokers; and 
the smaller the number of cigarettes smoked, 
the faster the risk decreased. 


The relationship between smoking and 
lung cancer was also examined by histological 
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type in several studies. From these studies, 
it was reported that smoking was closely 
related to squamous cell carcinoma and small 
cell carcinoma, while the relation between 
smoking and adenocarcinoma of the lung was 
nil or weak. 


Results of several large-scale cohort studies 
on smoking and health conducted in various 
parts of the world have revealed that the risk 
of cancers of the mouth, larynx, esophagus, 
stomach, pancreas, kidney bladder and cervix, 
as well as that of lung cancer, were higher 
in smokers than non-smokers. 


(Asian Med. J. 31(4) 1988) 


* * * 
The Aging Heart 


As in any other body organ or tissue, in 
the cardiovascular system certain changes 
take place as life progresses. Some of these 
changes facilitate identification of the very 
elderly heart when cardiac specimens are 
examined as “unknowns”. The “normal” 
elderly heart has relatively small ventricular 
cavities and relatively large atria and great 
arteries. The ascending aorta and left atrium, 
in comparison with the relatively small left 
ventricular cavity, appear particularly large. 
The coronary arteries increase in both length 
and width, and the former change, especially 
in association with the the decreasing sizes 
of the cardiac ventricles, results in tortuosity. 
(The young river is straight, and the old one 
is winding). The subepicardial adipose tissue 
increases in amount with aging. The leaflets 
of each of the four cardiac valves thicken with 
advancing age, particularly the atrioventri- 
cular valves, which have a smaller area to 
occupy in the ventricles because of the dimi- 
nishing size of the latter. Histologic exami- 
nation discloses large quantities of lipofuscin 
pigment in myocardial cells; some contain 
mucoid deposits (“mucoid degeneration.“) 
‘These changes seem to affect all population 


groups of elderly persons irrespective of their 
geographic location of residence and their 
level of serum lipids. An elevated systemic 
arterial pressure seems to both accelerate 
and amplify these “normal” expected cardio- 
vascular changes that occur with aging. 


Both the aorta and its branches and the 
major pulmonary arteries and their branches 
enlarge with age. Because the enlargement is 
in both longitudinal and transverse dimensions, 
the aorta, like the epicardial coronary arteries, 
tends to become tortuous. This process also is 
amplified as the vertebral bodies become 
smaller and decrease somewhat in height. The 
major pulmonary arteries appear to be too 
short and to have too low a pressure to dilate 
longitudinally. 


(Mayo Clinic Proceedings Feb. 88 Vol. 63 No.2) 
* * * 


Platelet-Inhibitor 
Nephropathy: 


Treatment of Diabetic 


Once clinical renal manifestations are 
evident in patients with insulin-dependent 
diabetes mellitus, progression to renal failure 
is inevitable, although in a variable time frame. 
Retrospective studies all have related variable 
degrees of proteinuria and impared renal 
function to progression, which may be summa- 
rized in the following manner: When protei- 
nuria (especially protein levels that exceed 
3 g/24 h) and an elevated serum creatinine 
level (more than 2 mg-dl) are established in a 
patient with juvenile-onset, insulin-dependent 
diabetes mellitus, life expectancy is greatly 
shortened because end-stage renal disease 
develops within 5 vears. 


Until recently, the focus of treatment in 
diabetes-related renal disease has been on the 
control of renal failure by either long-term 
dialysis or renal transplantation. A renewed 
interest in identifying the mechanisms thay 
may contribute to progressive renal disease, 
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has brought forth various treatment strategies 
aimed at arresting progression. 


Long term results of treatment with dipy- 
ridamole and aspirin showed stabilized renal 
function and reduced proteinuria in 7 of the 28 
patients (25%) with insulin-dependent dia- 
betes mellitus with well-characterized diabetic 
nephropathy. Shortened platelet survival 
time improved significantly during platelet- 
inhibitor treatment but not necessarily in 
patients who had a stable renal course. 


The changes in GFR and proteinuria were 
similar to those achieved by use of other 
modalities of treatment reported to show a 
slowing of the progression of diabetic renal 
disease. 


Some patients had serial pretreatment 
renal function measurements that were com- 
pared with values after treatment. In each 
study, linear regressions of either reciprocal 
creatinine or estimates of GFR were signi- 
ficantly and favourably altered after the 
various treatments. These findings offer 
perhaps the most compelling support of the 
contention that these treatments had favour- 
ably affected glomerular function. 


Dipyridamole and aspirin, captopril, and 
other effective antihypertensive treatment 
may stabilize glomerular function and reduce 
proteinuria by decreasing glomerular trans- 
capillary hydraulic pressure, but by different 
mechanisms. Inhibition of angiotensin-con- 
verting enzyme by captopril may relieve the 
influence of angiotensin II on glomerular 
capillary pressure by reduction of efferent 
arteriolar constriction, which in turn changes 
the hemodynamics and results in decreased 
proteinuria and stabilized GFR. Antihyper- 
tensive treatment may achieve the same end 
result by reduction of systemic blood pressure, 
which may also favourably modify glomerular 
hemodynamics. Dipyridamile may have hemo- 
dynamic and antiplatelet effects. 
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Dipyridamole inhibits cellular uptake of 
adenosine and elevates renal tissue levels, 
factors that lead to constriction of afferent 
arterioles and dilatation of efferent arterioles. 
After dipyridamole treatment of patients with 
various glomerulopathies, de Jong and asso- 
ciates found decreased proteinuria in associat- 
ion with a reduced filtration fraction, suggest- 
ive of dilastation of efferent arterioles. The 
principal antiplatelet effect of dipyridamole 
is through blockade of adenosine uptake by 
platelets. Both dipyridamole and aspirm may 
reduce platelet hypersensitivity and, in turn, 
reduce platelet or intrarenal (or both) pro- 
duction of thromboxane A>. 


Further assessment of the pharmacologic 
effects of aspirin and dipyridamole on the 
production of prostaglandins and platelet 
function is needed in experimental models 
of nephritis, in normal human subjects, and in 
chronic types of human renal disease. As the 
of the many autacoids are being studied, we 
of the many autacoids are being studies, we 
can speculate that, in patients with diabetic 
nephropathy, dipyridamole and aspirin could 
have reduced platelet hypersensitivity and its 
attendant effects by decreasing the production 
of thromboxanes, in either platelets or renal 
tissue or both, which in turn reduced con- 
strictor activity m the glomerular vessels and 
decreased mesangial contractility and glome- 
rular membrane permeability. 


(Mayo Clin Proc, January 1988, Vol. 63.) 
* * * 


Eosinophilia Associated with Perimyositis 
and Pneumonitis 


A patient had severe myalgias, bronchial 
asthma, pulmonary infiltrates, and cosino- 
philia. The findings on physical examination 
and the erythrocyte sedimentation rate were 
normal; there was no elevation of the serum 
creatine kinase. Muscle biopsy demonstrated 
an inflammatory exudate that contained 
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eosinophils, localized primarily to the peri- 
mysium. Pulmonary and muscle manifest- 
ations responded to corticosteroids. Systemic 
eosinophilic disease associated with peri- 
myositis or myositis has not been reported 
previously. 


Three different syndromes of muscle 
involvement associated with eosinophilia 
have been recognized. In eosinophilic peri- 
myositis, the inflammation is concentrated 
in the perimysium, and the course usually 
is self-limiting and benign. Our patient had 
eosinophilic perimyositis on the basis of patho- 
logic criteria, but the recurrent pulmonary 
involvement was indicative of a systemic 
disease. Eosinophilic polymyositis is a systemic 
disease with the worst outcome of the three 
syndromes and merits aggressive treatment. 
Focal eosinophilic myositis tends to be loca- 
lized to a muscle or muscles in a limited dist- 
ribution and is associated with a better progno- 
sis than the other eosinophilic muscle disease. 


The clinical picture of the syndrome of 
eosinophilic polymyositis typically manifests 
as polymyositis with proximal muscle weak- 
ness, elevated creatine kinase level, and chara- 
cteristic electromyographic features with 
fibrillation potentials. Muscle biopsies reveal 
muscle fiber degeneration and regeneration 
associated with a profuse inflammatory 
infiltrate composed primarily of eosinophils. 
Eosinophilic polymyositis is a systemic disease 
and may be part of hte hypereosinophilic 
syndrome. Cardiac involvement, skin rash, 
subcutaneous edema, pulmonary infiltrates 
and peripheral neuropathy also may be present. 
The associated prognosis is poor, although 
a few patients have responded to cortico- 
steroids. Focal eosinophilic myositis has 
muscle histologic features similar to those 
of eosinophilic polymyositis, but the involve- 
ment is focal, and no muscle weakness or 
systemic disease is present. 


(Mayo Clin Proc., Jan. 1988 Vol. 63.) 
* * * 
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Smoking, oncogenes and human lung cancer 


During the last decade molecular biology 
has been revolutionised by DNA manipulative 
technology. An early result of this techno- 
logical triumph was the discovery of at least 
20 genes out of the total human complement 
of about 100000, that could induce cancer. 
These were called oncogenes and given names 
such as ras, myc, erb, myb ,src, fes and fms. 


It has been shown that in normal healthy 
cells oncogenes exist as so-called proto-oncog- 
enes and are involved in the self-regulating 
systems of cell growth control and differenti- 
ation; Normal proto-oncogenes, which are 
present in all cells, can be converted into deadly 
cancer-causing oncogenes by carcinogens.. 


Human lung cancer cells contain oncogenes 
that is, structurally abnormal proto-oncogenes 
- and the incidence of these genes correlate 
with the exposure of the patient to carcino- 


gens, especially tobacco smoke. 


A chain of molecular events has now been 
uncovered which links smoking to funda- 
mental genetic lesions known to cause cancer. 
This chain of events can be itemised as follows: 


(i) tobacco is lit and inhaled; (ii) carcinogens 


in the smoke enter lung cells; (iii) some of the 
molecules are chemically activated and bind 
to DNA; and (iv) during cell division, coding 
mistakes occur due to steric hindrance caused 
by the bound carcinogen. Most of these mis- 
takes are irrelevant, but if by chance a nucleo- 
tide (such as guanine) is incorrectly replaced 
with thymine in codon 12 of the K-ras proto- 
oncogene, this gene becomes an uncontrolled 
oncogene causing permanent growth stimu- 
lation of the lung cell. 


(SAMJ Vol. 73 2 April 1988). 
* * * 
Clubbing: 


A new theory has been put forth by a group 
of workers from St. Bartholomew's Hospital, 
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London, about the cause of clubbing of fingers. 
While various theories have been propounded 
as mechanisms for the cause of clubbing, none 
has stood the test of time. It seems most likely 
that platelets play a role in development of 
clubbing. Almost all platelets are derived from 
physical fragmentation of megakaryocytes, 
the precursor cell produced in the bone 
marrow. There is strong evidence that this 
entrapment of breakdown to the megakary- 
cytes takes place in the pulmonary capillary 
bed. Therefore in disorders where the mega- 
karyocytes bypass the lung capillary network 
or if large platelet clumps are formed in the 
left side of the heart (as in endocarditis), or in 
which there tends to be chronic platelet excess 
(eg., chronic inflammatory bowel disease), 
these particles then reach the fingertips. They 
then impact there and release platelet derived 
growth factor. This material is known to cause 
increased capillary permeability and connect- 
ive tissue hypertrophy. It is suggested that 
this is the cause of clubbing of the fingers. 


(Journal.of Applied Medicine, April 1988) 
* * * 


The link between chest illnesses in childhood 
upto age 7 and the prevalence of cough and 
phlegm in the winter reported at age 23 was 
investigated in a cohort of 10557 British child- 
ren born in one week in 1958. Both pneumonia 
and asthma or wheezy bronchitis upto age 7 
were associated with a significant excess in the 
prevalence of chronic cough and phlegm at 
age 23. 


The study confirms previous reports that 
young adults with asthma are particularly 
prone to symptoms that are«normally thought 
to indicate chronic bronchitis. The results 
also confirm the association between chest 
illness in childhood and respiratory symptoms 
in young adults. This supports the. theory 
proposed recently that respiratory disease 
persisting throughout childhood and adole- 
scence may owe more to the disturbances of 


airways function associated with asthma than 
to structural damage to the lung caused by 
respiratory infection in infancy. 


The strong relation between a history of 
pneumonia and childhood wheezing has 
various explanations; the most likely is that 
children with an asthmatic trait are more likely 
to have infections of the lower respiratory 
tract or to be more seriously affected by such 
infections. In studies of the sequelae of whoop- 
ing cough, which is a prolonged illness some- 
times complicated by collapse of the lung, 
the most likely explanation for the observed 
association with subsequent wheezing illness 
was considered to be a common association 
with the asthmatic trait. Although subsequent 
wheezing and bronchial hyperreactivity are 
more common among children admitted to 
hospital with infesctions of the lower respi- 
ratory tract in infancy, these sequelae are not 
confined to any one diagnostic category. This 
argues against the suggestion that specific 
infectious agents, such as respiratory syncytial 
virus, cause asthma. 


(B.M.J. Vol. 296 26 March 1988) 


* * * 


Diaphragmatic paralysis after organophos- 
phate poisoning: 


Peripheral neuropathy is a well-recognised 
late complication of acute organophosphate 
poisoning. Persistent neuropathy resulting 
from ingestion of commercially available 
organophosphate insecticides in man is, how- 
ever exceptionally rare considering the large 
number of incidents of acute poisoning. This 
neuropathy is typically both motor and sen- 
sory, usually involves peripheral nerves and 
is commonly permanent. Malathion, a freely 
available insecticide has been reported as a 
rare cause of neuropathy. 


The basic defect is axonal degeneration 
and demyelination similar to certain degene- 
rative conditions of the central nervous system. 
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Larger-diameter fibres are affected more than 
small-diameter ones as are the long nerves 
more than the short- The basic defect is 
thought to be abnormality of the nerve cell 
which causes it to fail in the task of maintain- 
ing supplies of essential material to the long 
axon that stretches from it. In severe poison- 
ing there may also be damage to the rhom- 
bencephalon and spinal cord with degenerat- 
ion on the spinocerebellar tract, cerebellar 


pontine nuclei and ventral, lumbar, thoracic 
and cervical tracts. This damage to both 
sensory and motor nerves caused by organo- 
phosphorus esters contrasts with the prefe- 
rential motor damage of isonicotinic hydrazide 
and sensory damage from organic mercury. 


(SAMJ Vol. 72 19 December 1987) 


*c * * 


Should prophylactic antibiotics be given to patients recovering from near drowning 
in salt water, fresh water, or swimming pools? Should human normal immunoglobulin 
also be given to prevent hepatitis A infection? 


The treatment of victims of near drowning depends very much on the temperature 
of the water in which the immersion occurs, rather than on the type of water. The question 
of prophylactic antibiotics has become controversial. Pearn advocates prophylaxis to — 
avoid secondary pulmonary infection. If a victim is known to have inhaled untreated 
water it is reasonable to stabilise the cordiorespirotony situation, send off a specimen 


of tracheal aspirate, and start prophylaxis. 


It is theoretically possible to contract hepatitis A iafection, but in practice develop- 
ment of hepatitis in the near drowned victim has hot been a problem. Rt present immuno- 
globulin should be withheld unless the immersion incident occurred in water polluted 
with sewage or in an area where the risk of hepatitis is high. 


(BMJ. Vol. 96, 23 January 1988) 


In pregnancies in which uteroplacental insufficiency is diagnosed the finding of a 
hyperechogenic fetal bowel may be useful as an indicator of obstruction due to meconium. 
Meconium is a rare cause of neonatal obstruction of the bowel compared with conditions 
such as congenital malformations of the gastrointestinal tract and paralytic ileus asso- 
ciated with respiratory distress. Hence antenatal detection of hyperechogenic bowel 
may allow a correct diagnosis to be made earlier and specific treatment to be started 
sooner, possibly reducing the need for loporotomies. 


(B.M.J. Vol. 296, 23 January 1988) 


* * * 





THE ANTISEPTIC è NOVEMBER 1988 


667 


Guidelines to Contributors 


“The Antiseptic” is a monthly publication 
devoted to the cause of medical practice with 
an emphasis in general practice in the rural 
setting. Contributions are invited from health 
professionals in India and abroad in the form 
of original articles, reviews, short 
communications, reports of interesting cases, 
condensed extracts of useful articles appearing 
in other journals, experiences with new 
preparations, letters to the editor, etc., 
Contributions should ordinarily not exceed 8 
typed pages (double- spaced) in foolscap size, 
excluding space occupied by figures and 
illustrations. Contributions that have already 
been published in part or full will not be 
entertained, and contributions are accepted on 
the distinct understanding that they are sent 
solely to "The Antiseptic” for publication. The 
contributions are scrutinised by the editorial 
board before publication and the editor 
reserves the right to accept, alter or reject any 
contribution without assigning any reason. 


The Publisher reserves the copy right of 
contributions published in the journal. 
Reproduction in reputed medical journals is 
permissible, if credited properly, but not for 
commercial purposes. 


Preparation of Manuscripts: Manuscripts in 
English typewritten in double space on one side 
of paper should be submitted in duplicate. The 
size of the text, tables and figures should be 
such that these can be mailed to the reviewers 
under one cover. Texts should be typed leaving 
liberal margins on all four sides, so as to 
facilitate recording of comments by the 
reviewers directly on the text. Unnecessarily 
complex, extremely long and poorly written 
Manuscripts with excessive number of tables 
and/or illustrations are likely to be rejected. The 
Manuscripts should include a) a title page 
b) an abstract c) the text of the paper. 


Title Page: The title of the Manuscripts should 
include the purpose and findings of the sork. 


One complete title should be preferred to a title 
with sub titles. Titles should be followed by 
names of authors (first name, middle name(s), 
followed by surname), address(es) of the 
Department(s) and institution(s) where the work 
was done. Educational degrees obtained from 
universities/recognised institutions alone may 
be mentioned. If the author’s present address 
differs from the one at which the work was 
done, this may be indicated in the footnote on 
this page. 


Text: The text should start from next page and 
should be divided into introduction, materials 
and methods, results and discussions. It may 
sometimes be necessary to use sub-headings 
within some sections to clarify their content. 
For short communications there is no need to 
divide the text into aforementioned sections. 
Case reports, reviews etc. may not need the 
above format and it is recommerided that the 
authors consult a recent issue of the journal 
for guidance. 


Abstract: The second page of the Manuscript 
should contain an abstract not exceeding 100 
words. The abstract should give.a precise 
account of the methods, results and 
conclusions. It should be arranged in numbered 
concise paragraphs. 


Introduction: The purpose of the investigation 
should be spelt out clearly and in a concise 
fashion. Previous work having direct bearing 
on the study should be quoted. If a recent 
article has summarised the work on the subject, 
it may be sufficient to cite this article rather 
than repeating individual citations. 


Materials and Methods: The author(s) should 
describe the methods, procedures, apparatus 
(with manufacturers name and address in 
parenthesis) etc. in sufficient detail to allow 
workers to reproduce these. Details of 
established methods may however be avoided. 
A brief description may be needed for methods 
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that have been published but are less well 
known. Substantial modification of an 
established method should be adequately 
explained. Drugs should be listed in separate 
para, preferably with the name of the 
manufacturers in parenthesis. Trade names of 
drugs should not be used. 


Results and Discussion: The observations 
should be arranged in a coherant way so that 
meaningful data is generated. It is always 
desirable to summarise the data in the form of 
tables and figures. However, duplication of data 
in text and figures/tables is not permissible. 
Figures and tables should be so designed that 
data presented is understandable . without 
reference to the text. The approximate location 
of figures and tables should be marked in the 
text. 


Figures: One original and one xerox copy of 
each figure should be enclosed. The figure 
should be black line drawing or a photograph 
on glossy paper with a legend on separate 
sheet. The figures should be numbered in 
arabic numerals and should bear on their back 
(in light pencil mark) the title of the paper in 
brief. 


Tables: These should be typed separately, 
numbered in arabic numerals and should bear 
appropriate headings and table number. Major 
portion of discussion should relate to the work 
of the study; unnecessary details may be 
omitted. The discussion should deal with 
interpretation of results without repeating the 
information already presented under results. 
Ordinarily results and discussion should be 
dealt separately, however it may sometimes 
become necessary to clump the results and 
discussion together. 


Acknowledgements: Acknowledgement should 
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technical assistance only and not for providing 
routine departmental facilities and 
encouragement or for help in the preparation 
of the Manuscripts. 
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the year. Where there are more than three 
authors, the reference may be written as the 
name of the first author followed by et al. At 
the end of the paper, the references should be 
arranged in alphabetical order. They should 
include the author's names (year of publication) 
tile of the article, name of the journal 
(underlined). Periodicals, volume number 
(underlined) first and last page numbers. 
Sample references are given below: 
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pp.41-55, Canberra: Australian 
Govt. Publ. Serv. 


Glimpse into history 


Physicists, Physicians, Physiologists? 


In an earlier article, we had mentioned 
about men of medicine who have made their 
marks in other fields of human endeavour 
(Ref: Hobbies and Glories of medican men 
Feb '88 issue). Just as equally, many eminent 
scientists - physicists, chemists and even engi- 
neers - have contributed significantly to 
medical science. Helmholtz, Louis Pasteur 
and Roentgen are a few shining examples. 
Let us have a glimpse into their lives and 
discoveries. 


Helmholtz was a German physicist 
(1821-1894). He authored the concept of the, 
conservation of energy (the first law of 
thermodynamics). He calculated the time at 
which earth came into existence (though 
wrongly). He had difficulties in getting his 
epoch-making principle of conservation of 
energy published in print and finally brought 
it out in pamphlet form, circulated by hand! 
He was the first to study the speed of nerve 
impulse transmission, disproving his own 
illustrious teacher Johannes Mueller. He 
enunciated the resonance theory of basilar 
membrane function in the cochlea and, with 
Young, came out with the trichromatic theory 
of color vision, which is still accepted as the 
hasis of defective color vision. He invented the 
ophthalmoscope and the ophthalmometer. 
He was an accomplished musician and revelled 
in the harmonics. 


Louis Pasteur, interested in painting and 
fine arts was inspired by his teacher Dumas 
to study chemistry. His early discovery of 
optical isomerism in crystals, proved to be 
revolutionary. Invited to study the process 
of fermentation of aging wine by the wine 
industry of France, Pasteur came up with 
the startling, basic observations that ferma- 
tion was due to the yeast cells and this could 
be prevented by heating the liquor, at 120°F. 
Ever since, gentle heating intended to kill 
undesirable microscopic organisms has been 
termed pasteurisation. From pasteurisation. 
he went on to profound "the germ theorv of 
disease," acclaimed as the greatest single 
medical discovery of all time. Pasteur was 
awarded the honorary medical degree by the 
University of Bonn. But, when France went 


to war with Prussia, in support of the French 
cause, Pasteur returned the honorary degree. 


After the war, Pasteur tried his best to 
impress on the doctors the need 10 boil their 
instruments and steam their bandages in order 
to kill germs but it was no easy job because 
he had no medical degree! In 1873, Pasteur 
was made a member of the French Academy 
of Medicine. Pasteur went on to make new 
discoveries - a vaccine against anthrax by 
heating the germs (Pasteur termed it vacci- 
nation in recognition of the earlier work by 
Jenner) and attenuated rabies preparation 
in prevention of rabies. Pasteur saved Joseph 


Meister from rabies. Meister láter became the 


gatekeeper of Pasteur Institute. When Nazi 
Germany defeated: France in 1940, Meister 
was ordered to open Pasteur's crypt; rather 
than to do so, Meister killed himself. So much 
for Pasteur. 


Roentgen was a graduate in mechanical 
engineering, (his studies terminated in one 
school for ridiculing a teacher!) He later 
acquired his doctorate in Physics. While work- 
ing with cathode ray tube, he made a serendi- 
pitous discovery of X rays. Though he was 
instantly aware of the momentous significance 
of his discovery, he worked at it for the next 
seven weeks and published his first paper at 
the end of 1895. At his first pubic lecture in 
1896, he called for a volunteer. Kollicker, 
(the octagenerian pioneer of the neuron 
doctrine and the author of the concept that 
the nucleus is the key to transmission of here- 
ditary characteristics) stepped up. An X Ray 
of his hand was the first ever X Ray of the 
human body. Roentgen's discovery was avidly 
lapped up by medical scientists, physicists 
and chemists. During those early X Ray days, 
people had queer notions that X Ray can reveal 
the interior anatomy in entirety and some 
legislators in New Jeresy even brought a 
bill to prevent the use of X Rays in opera 
glasses to protect maidenly modesty! (legisla- 
tive intelligence seems to be indeed uncanny!) 
Roentgen never made a patent for his discovery 
and died a poor man, in the aftermath of 
World War I. 


(Dr. N. Hariharasubramanian, M.D., Ph.D.) 
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Case of the Month 


A 20 year old man was presented with high 
fever, malaise and muscle cramps. Tempera- 
ture of 104°F, some tenderness of calf and 
thigh muscles and non tender axillary and 
suboccipital nodes and a heavily coated tongue 


were the only notable physical signs. Urinalysis, , 


Chest x ray, blood culture, Widal and Paul- 
Bunnell done on the day of presentation were 
negative. ESR was 35mm/hour. TC 6200/cmm 
P77 L6 M17. After three days of unrelenting 
fever, he had a fleeting generalised erythema 
which cleared the next day, when he developed 


* * * 


a frontal headache, suffused conjuctivae and 
mild neck regidity. L.P. was done. CSF pres- 
sure was normal. CSF was opalescent and did 
not clot. WBC's 440/cmm, P46 L42 M12; 
Protein 60 mg% no excess globulins. Sugar 
55 mg% and chlorides 700 mg% CSF culture 
was sterile. 


What is the diagnosis? 


(Dr. N. Hariharasubramanian, M.D., Ph.D) 


* * * 


Answer to the Case of the Month - October '88 


The diagnosis is acute tubular necrosis. 
Persistent oliguria despite fluid replacement, 


* * * 


haematuria and urinary sodium are charac- 
teristic. 


* * * 


Correct answers received for the *Case of the Month" - September '88: 


1. Dr. T.G. Kalkura 
University Road, 
Tiruchirappalli. 

. Dr. V. Nithyanandam 
Kamarajar Salai, 
Madurai. 

. Dr. Girija Prasad 
Chirala 


N 


w 


Andhra Pradesh. 

Dr. Jyothi V Bhagawat 

Station Road, 

Hospet. 

5. Dr. A.P. Naveen Kumar 
The Jeypore Sugar Co. Ltd., 
Rayagada Koraput Dt. 
Orissa. 


> 


6. Dr. S.K. Bhagra 
Main Bazar, Subzi Mandi, 
Delhi. 

7. Dr. Mrs. Yash Bhagra 
Main Bazar, Subzi Mandi, 


Delhi. 

8. Dr. Raj N. Valal 
M.O. St. Joseph's Health Centre. 
Kakkinje. 


9. Dr. Shiva Kumar 
Adarsha Clinic, 


Belagur. 

10. Dr. Sukhminder Singh Dhillon 
Faridkot Dist, 
Punjab. 

11. Dr. V. Hanumantha Rao 


Narukur, Nellore 
Andhra Pradesh. 


12. Dr. K. Appala Raju 
Mawikyapuram Srikakulam Dist., 
Andhra Pradesh. 


13. Dr. Dev. K. Dutta 
Coonbergram Tea Estate, 
Cachar Dist., Assam. 


14. Dr. Rajkumar Singh 
P.O.Daroli Khurd, 
Jalandhar Dist., Punjab. 


15. Dr. B. Rajanna, 
Gad, Kunkanadu 
Kadur Taluk. 
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Answer to last Quiz: Tubercular Arthritis 
| WE WELCOME QUIZ MATERIALS 


Quiz materials should be sent to: FROM OUR READERS 
The Co-ordinate Editor er . WITH CLEAR PHOTOGRAPHS 
P.O. Box 2, 


Madurai - 625 003. 


* * * * * * 


Correct answers received for the “E.C.G. Quiz“ - September '88 


1. Dr. J. Madhava Rao 6. Dr. A.P. Naveen kumar, 
New Street, The Jeypore Sugar Co. Ltd., 
Karur, Rayagada, Koraput Dist. ; 
Tamil Nadu. Orissa. 

7. Dr. S. Ramu 

2. Dr. D. Nedumaran Head Ors. Hospital, 
Somanur, Virudhunagar, 

Coimbatore Dist., Tamil Nadu. 
Tamil Nadu. 
8. Dr. Dev. K. Dutta 
d.c Coombergram Tea Estate, 
3. Dr. Shridevi Ramachandran Cachar Dist; , 
Appleby Road, Assam. 
Coonoor. | 
9. Dr. Jagdish Prasad 
4. Dr. S.K. Bhagra P.O. Alambagh, 
Subzi Mandi, Lube: 
New Delhi. 
10. Dr. C. Ramesh 

5. Dr. Mrs. Yash Bhagra T.H. Road, 

Subzi Mandi, New Washermanpet, 
New Delhi. Madras. 
x x x * ^ 


Rubbing alcohol when applied too generously to small children may be inhaled in 


sufficient quantity to cause serious CNS symptoms. Isopropyl alcohol should not be used 
as an antipyretic. Arditi M, Killner MS: (Am J. Dis Child 1987: 141: 237-238) 


(Michigan Postqraduate Review, Vol. 4, No. 4, Octo-Dec. 1987) 
TO Rt gp RT D CRM ARR NEN a NE 
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EU €CG Quiz 


During an annual school medical check complaints or presenting signs. What is your 
up, a 15 year old boy was found to have interpretation of the ECG? and. what do 
a soft systolic murmur. Physical examination you think of the murmur? 

. of all systems was normal. The boy had no 





Compiled by: 
(Dr. N. Hariharasubramanian. MD.. Ph.D...) 





* * * * * * 


Answer to the E.C.G. Quiz - October '88 


Complete Heart block QT..is O.52 See (prolonged) 
There is A V dissociation. Giant inverted T waves in V- V, 
Atrial Rate 100/mt 

Variable PR interval and P on R. 
Ventricular Rate 37/mt 

ORS prolonged in V; - V. 


The giant inverted T and the prolonged OT, 
represent a Stokes-Adams attack. The patient 
had svncopal episode couple of minutes before 
the recording. 


* a E B * * 
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Select the correct answer: V. 


I.  Catamenial epilepsy is. epilepsy asso- 
ciated with: 


A. Schizophrenia 
B. Menstruation 


C. Cushing’s syndrome 


D. Manic-depressive psychosis VI. 


Il. Aminoacid implicated in hepatic ence- 
phalopathy is: 


A. Glvcine 
B. Phenylalanine 
C. Leucine 


D. Serine 


If. W.H.O. standard for a “complete” 
protein is: 


A. Human milk protein 
B. Soya bean protein 


C. Egg albumin 


IV. Epiglottitis is caused bv: 


A. Group A Streptococci 
B. Staphvlococcus aureus 
CG diphtheria 

D. Type BH influenza 


Coronary bypass surgery has been found 
most useful in stenosis of: 


A. Left main coronary and anterior 
descending arteries 


B. Right main coronary artery 


C. Circumflex artery 


The full antihypertensive effect of a 
diuretic is apparent ofter: 


A. 1-2 weeks 
B. 2-3 weeks 
C. 4-6 weeks 
D. 2-3 days 


VII. State whether true or false: 


1. Papilloedema may be entirely absent 
in some patients with raised intra- 
cranial pressure 


2. A typical facial pain occurs exclu- 


sively in men 


3. A history of migraine is a contra- 


indication for all oral contraceptives 


4. Hypertonic c'ets do not usually lead 
to diarrhoea 


5. Metronidazole has a disulfiram - like 
effect. 


(Dr. N. Hariharasubramanian. M.D.. Ph.D.) 


A 


(For answers see page 673) 
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| UJord Search Poesie 


Compiled by: 8. A disorder due to vitamin D deficiency. 
Dr. S. Sivakumar, M.B., B.S., F.C.C.P., and . 9. Vasodilator agent, normally present in 
Dr. S. Jegadeesan, M.B.B.S., blood stream in small amounts, activated 
Sarojini Clinic, by kallikrenin from its precursor. 


Abiramam - 623 601. 
10. An investigatory procedure recently 


Solving Instructions: , becoming much popular in Tamil Nadu. 


— 


You have to solve the clues and then locate 11. Pupillary abnormality of myotonic 
the answers, which are hidden in the grid. reaction, named after him. 
The answers can start from any square and d 
consecutive letters lie in a straight line which 
can be in any direction. Answer can overlap 
each other. . 13 


12. Palsy due to a cranial nerve, which passes 
through sternomastoid foramen. 


. Juice secreted by liver. 


14. Viral infection which is characterised by 
hydrophobia. 


15. Hormone which controls blood glucose 
level. 


16. Governing part of a cell. 


17. These nodes are given much importance 
during radiological diagnosis of PC. 





18. The worst disease affecting immunological 
apparatus, now becoming popular in 
western countries. 


1. A psychiatric illness, said to be functional. 


2. A group of conduction fibres from AV 


node, named after him. 19. Immunoglobulins in external secretions. 
3. A halogen necessary for secretion of 20. Fever with single alphabet, caused by 
thyroxine. . coxiella burnetti. 
4. Palsy which acquires the poston of polie 5 © (oz v8 (61 sarv (St. 
man’s tip hand. | sep (LI shopnw(9r unsur (s1 saget - 
5. A part of large intestine. - opg (ct nog (ct py (IT ue»s (OL urury (6 
6. A proteolytic enzyme produced by e" spory (8 pÁog (L umay (9 wmioos (S 
glomerular apparatus. qr (p oumpoy (£ SIH (c euoisáH (I 
7. Author of a pathology book. | :SJ3ASUY 
MESE * * * * * 
Answers to Medi Quiz 
“kB II. B III. C IV. D V. A VI. C 


VII. 1. True; 2.False; 3.False; 4. True; 5. True. 
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News and Notes | 


= A conference on International Updates 
Cardio-Pulmonary Diseases organised by 
the American College of Chest Physicians 
(Western India Chapter) and sponsored by 
the Breach Candy Medical Research Centre, 
will be held from 8th to 11th December 1988 
at the Taj Mahal Intercontinental Hotel. 
The conference includes pre-conference 
workshops especially for the benefit of post- 
graduate doctors, along with demonstrations 
of Video recordings of the latest techniques, 
guest lectures and meetings organized for 
the delegates to talk to the experts. Some 


niack, Dr. Navin C. Nanda, Dr. Margaret . 
Branthwaite and Dr. Yoshihiro Hayata. The 
conference will have many highlights which 
include workshops on Invasive and non- 
invasive cardiology, pulmonary medicine 
and Intensive care medicines, keynote 
addresses, guest lectures and symposia on 
cardiopulmonary care, lung cancer, hyper- 
tension, bronchial asthma, coronary angio- 
plasty, and the latest techniques and develop- 
ments in both fields. Dr. P.J. Mehta, is the 
secretary-general and Dr. C.V. Vanjani, the 
Chairman of the Scientific Committee for 


of the specialists who will make presentations the Conference. 


at the Conference include: Dr. Neil S. Cher- 


& 


THE FETAL ALCOHOL SYNDROME 


Alcohol is said to be a very common cause of mental retardation. The syndrome 
occurs typically in an alcoholic mother who has availed herself of little or no antenatal 
care. Paternal alcohol abuse may also affect fetal development. At birth, the infant (with 
the usual full blown syndrome) has prominence of the forehead and mandible with 
maxillary hypoplasia and maldevelopment, small eyes with short palpebral fissures, 
delayed development and ram microcephaly and mental retardation. Atypical 
cases do occur. 


Many parts of the body have been reported to be effected. Cardiac defects, con- 
gential cervical fusions, cleft palate, hair tip, ocular disturbances, genitalia abnormalities, 
MES A dub feet, ond metocarpal obnormalities have oll been md in dou to hole 


pianin i is erty crac bie, Dita do Sid vee B obe ere 
the fetus is particularly susceptible to the effects of alcohol, Although the syndrome — 
has been reported after both alcoholic parents have stopped drinking (prior to preg- — 
nancy), Senne OF Me wie ef cieli Haing piignona) is didi SNMP CM 
the syndrome. 


(South Dakota Journal of Medicine Vol. 41 Rol. '88) 
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